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Temporary transfer of the 
Union Secretariat to Geneva 


As a temporary measure, until the next meeting of 
the Executive Committee and the General Assembly 
of the International Union for Health Education of the 
Public, the Secretariat of the IUHEP is being trans- 
ferred to Geneva where its activities will be carried on 
by the Editorial Office of the International Journal of 
Health Education. The headquarters of the Union 
remain at 92, rue St-Denis, Paris 1", and Union 
membership fees should be sent to that address. On 
the other hand, all correspondence should be addressed 
3, rue Viollier, Geneva, Switzerland. 


Special issue on health education in school 


The health of the schoolchild, conditions needed for his optimal development, 
the contribution teachers can make to this goal—these are the main subjects which will 
be highlighted in the April number of the International Journal of Health Education. 
This issue will reproduce with the kind authorization of WHO and UNESCO a large 
selection of the texts prepared for the joint WHO/UNESCO Expert Committee on 
teacher preparation for health education. 

In order to cover the important decisions to be taken by the next Executive 
Committee Meeting of the Union, 29-30 April, this issue will only appear in mid May. 


Subscriptions to the International Journal of Health Education 


Per year: $3.00 - £1 - Sw. Frs 12.— or the equivalent in other national currencies. Payments 
should be addressed to The Editor, 3, rue Viollier, Geneva, Switzerland, or to the organization 
or bookseller serving as our agent in your country. 


Articles and illustrations of the IJHE may not be reproduced without prior authorization from 
the Editorial Committee, except by members of the Union who have full privilege of quoting 
from the Journal providing due acknowledgement is made. 
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Lucien Viborel 


In memoriam 


by Prof. Jacques Parisot, Honorary President of the 
Union and President of the French National Com- 
mittee for Health Education, 


Prof. Clair E. Turner, Chief Advisor of the Union 
and Prof. G. Canaperia, President of the Union 


The death of Lucien Viborel, on 11 December last, is a tremen- 
dous loss for the medico-social world. 

A man of fantastic, tireless energy, he was the forerunner, the 
pioneer of the crusade for the prevention of social scourges. 

Today, when public opinion is more enlightened and demands 
health education, it is difficult to imagine the efforts required to 
launch this public health discipline, at once a science and a teaching 
whose benefits have become universally recognized. 

Health education had in Lucien Viborel a true apostle; the highest 
humanitarian ideal inspired him and oriented all his efforts and rea- 
lizations. 

When in 1922 Louis Forest, Public Relations President of the 
French National Defence Committee against Tuberculosis, appointed 
Lucien Viborel as Propaganda Director, his choice was sound. He 
was wont to say that “ to spread at every level an intelligent under- 
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standing and belief not only in hygiene and health, but in life itself, 
planning, means of action and an army of carefully selected and keen 
propagandists are all needed. But above all,” he added, “ expe- 
rienced leadership is required, inspired by enthusiasm and faith.” 

Who could meet these conditions and qualifications better than 
Lucien Viborel? 

He showed very early a keen sense of the value of propaganda and 
information as well as concern for social and health education. In 
1913, at barely 20, he began to work for popular education by starting 
“ Les Livres du Soldat” (Books for Soldiers). At the end of 1917 
more than 30,000 of the educational books in this series had been 
distributed as “ food for thought ” so to speak, to sea and land forces 
and prisoners of war. 

Such initiative drew the attention of the Rockefeller Foundation 
when this body, through its Tuberculosis Prevention Committee, 
reached out a helping hand to France and launched in 1918 the first 
demonstration of all-out propaganda in the field of tuberculosis and 
social hygiene. 

Henceforth Lucien Viborel had found his true vocation : his career 
in public health began. He was first attached to the Rockefeller 
Foundation, then to the National Tuberculosis Defence Committee, 
whose propaganda he organized. A few years later, in 1925, he 
launched the first anti-tuberculosis stamp campaign, which was to 
know increasing success every year. 

As time passed Lucien Viborel was called to further and comple- 
mentary tasks: the founding and launching of the National Child- 
ren’s Week, the Cancer Week. And, after the genial discovery of 
Calmette and Guerin, which has benefited tens of millions, he was 
asked by Calmette to plan and organize the first BCG education 
campaign in 1927. The following year, at the request of the Academy 
of Medicine, he directed the propaganda backing the fight against 
diphtheria. 

Keen to improve constantly his action through closer knowledge 
of the latest techniques, he made several study visits to the United 
States, Canada and the Scandinavian countries, with the help of the 
Rockefeller Foundation. 

Then he began to set up, step by step, a network of mobile units 
which were to spread the principles of health and disease prevention 
at every level, in town and country. These were in fact the fore- 
runners of the Interdepartmental Centres which became the frame- 
work of France’s health education organization after the second world 
war. Again he was the cager architect and director of France’s 


new National Centre for Demographic, Social and Health Education. 

Such national achievements inevitably led him to international 
activities. In the cause of health education and for cultural relations 
he travelled abroad on more than 100 missions. Nominated League 
of Nations expert for intellectual cooperation and educational films, 
he also became a WHO expert for health education and a United 
Nations expert for audio-visual techniques. 

Lastly, when the French Government decided in 1950 to promote 
the founding of the International Union for Health Education of 
the Public, he}was given the difficult task of setting up its constitution. 
More than any other man Lucien Viborel built up the International 
Union. It was he who was the chief architect and builder of the 
Union. It was he who dedicated this social structure to the public 
service. Its officers, who have worked closely with him over the 
last decade, ‘came to love this kindly, patient man of vision, friend- 
ship, consideration and untiring effort. The thousands of individuals 
across the world who have benefited from the Union have recognized 
his leadership. 

It must be stressed that during this long term of practical work he 
brought many ideas to life and backed them with books or rather 
treatises. The first, “ Modern Techniques for Promoting Social 
Health ” was published in 1930. Then followed “ The Art of Pre- 
vention ”, “ Health Education, A Science of Action”, “ The Fan- 
tastic Story of the Anti-Tuberculosis Stamp”, up to the recent 
“ Health Education Summary ”. Death struck him while he was 
preparing a book on “ World Aspects of Health Education ”. 

In recognition of his activities in all these fields, he was named 
Commander of the Public Health Order in 1938, and, already 
Chevalier of the Legion of Honour in 1928, he became Officer of this 
Order in 1938, and Commander in 1955. 

It is no exaggeration therefore to say that he dedicated 37 years of 
work to health education. What strides forward were realized during 
those years, both in methods and means of action and in the growing 
scope of this popular teaching! It has become today an indispens- 
able ally in the tremendous fight being waged on the health and 
social fronts. 

Lucien Viborel knew what health education can mean to the world 
in terms of health, happiness and international understanding. His 
profession was to him a means of serving mankind. “ Health edu- 
cations calls for team work and a spirit of cooperation; in the accom- 
plishment of the common task, this very fact gives added moral value 
and contributes to more harmonious and fruitful work.” In 
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fact, it was largely due to Lucien Viborel’s initiative and desire for 
cooperation that steps were taken which led towards the establish- 
ment of official relations between the Union and the World Health 
Organization in 1955. He always asked “What will be most 
helpful?” He never asked anything for himself. 

In public and in private, this generous personality remained 
unchanged. Whether he was with the most distinguished official 
or with the most humble person who came to the Union for help, 
he was the same cultured, charming, generous, professional person. 
In written or spoken word, he was always fair and gracious. 

With a rich background of service in governmental, voluntary 
and educational agencies, and with a work load heavy enough for 
two, he still found time and courage to carry the secretary general- 
ship of the Union. 

We in the International Union, are bowed with grief at the loss 
of this great man. It was our rare good fortune to have the privilege 
of working with him. We share with his family, his country and 
other members of his profession a sincere pride in his achievements. 


Lucien Viborel was also Technical Health Adviser to the French Ministry 
of Public Health, Member of the French High Council for Public Hygiene, 
Secretary General of the National Health Education Committee, Secretary 
General of the Health Education Interdepartmental Centre for Paris and 
Health Education Director of the French National Defence Committee 
Against Tuberculosis. 


The passing of Lucien Viborel has confronted the Union with major problems of 
administrative reorganization. Measures have immediately been taken to cope with 
the situation, as it is not merely a matter of pursuing the work undertaken but of 
extending the Union’s programme of action in order to meet the growing demand 
for health education around the world. The Executive Committee of the Union will 
meet in Geneva, Switzerland, at the end of April and elect a new Secretary General. 
The Committee will also study a long-term plan concerning further extension of the 
Union’s services and activities. In the meantime, an Executive Secretary has been 
appointed in the person of Miss Susan King-Hall, of London, present Editor of the 
“International Nursing Review ”, who will take up her duties with the Union starting 
1 May next. Until then, the Secretariat will be assured by the Editorial Office of 
the “International Journal of Health Education” in Geneva, under the direction 
of Miss Annette Le Meitour. 


Professor Giovanni Canaperia, President 


$ 
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Health education in action 


Family-centered 
health education: 
need and opportunity 


by E. Field 


Horine, Jr. author. 


During the past ten to fifteen years, in 
many different countries, an idea has been 
rolling along, gaining momentum as it 
went. This idea, essentially, is as old 
as civilization; but it is also, in some ways, 
very new—at least to those who have 
grown up in highly individualistic West- 
ern societies. * 


It is the idea that the family—not the 
individual, but the family—is the primary 
unit of living, the basic social unit, and 
hence the basic unit of illness and of 
health. 


The extension of this concept to health 

education is, it would seem, both a need 
and an opportunity. To examine briefly 
some of the reasons why such an extension 
might be useful is the purpose of this 
article. 
: * The views expressed here are the author’s 
gnd his connection with the Pan American 
Sanitary Bureau, Regional Office of the World 
Health Organization, does not necessarily 
imply an endorsement of these views by the 
organization. — Author’s Note. 


“ Traditionally, health education has tended to view the family 
—if the family has been taken into account at all—merely as a sort 
of backdrop to a setting in which the spotlight was focussed on 
the individual actor.” 
approach and to recognize that the family is the basic “unit of 
health’? Such is the thought-provoking question raised by the 


Is it not high time to abandon this limited 


Patients have families 


Only fourteen years ago, in 1945, a 
book entitled Patients Have Families 
appeared.? Its publication coincided with 
a rapid growth of interest in what had 
already come to be known as “ psychoso- 
matic” medicine. However, the focus 
of this particular book was somewhat 
different. It was not on the pathology 
of the individual psyche as seen in a con- 
tinuous process of interaction with the 
individual soma. Instead, its main focus 
was on the social psycho-pathology of 
family groups in relation to illness of 
whatever kind. 


This distinction is important—so im- 
portant, in fact, that H. B. Richardson, 
author of Patients Have Families, devoted 
himself over a period of several years to 
a detailed study of certain aspects of 
what might be called the “ bio-psycho- 
social” nature of many different types of 
disease, as distinct from the more usual 
individual-centered study of “ psychoso- 
matic ” conditions. 
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With his study Richardson was able to 
demonstrate that the differing patterns 
of illness and health in the various mem- 
bers of a given family usually appeared 
to be related to one another in a subtle 
and often highly elusive form of “ inter- 
locking directorate ”, 2s it were. So much 
so that Richardson concluded : }¢ 


“ The individual is a part of the family, 
in illness as well as in health... The 
idea of disease as an entity which is 
limited to one person... fades into the 
background, and disease becomes an 
integral part of the continuous process 
of living. The family is the unit of 
illness, because it is the unit of living. ” 


« No man is an island...» 


Thus, in a particularly forceful manner, 
Richardson’s work called attention to 
something which had perhaps always been 
known but which was in danger of being 
overlooked, if not forgotten, in an era of 
exaggerated individualism and high spe- 
cialization. This was the fact that, as the 
poet John Donne said so long ago: 
“ No man is an island unto himself ”. 

The same idea may, of course, be clothed 
in the more sophisticated language of 
present-day behavioural science. In this 
case one might begin by saying that the 
individual human being is not merely 
an organism acting in, and interacting 
with, its biological and its physical envi- 
ronment. One would then emphasize 
that the individual is also decisively 
moulded by cultural and social forces, 
that these impinge upon him and shape 


Active for more than 20 years in fields 
related to health education, Mr. Horine has 
been with WHO since its establishment as a 
permanent agency of the United Nations. He 
joined the staff of WHO in 1948 as public 
information officer. But from public informa- 
tion and mass communications his interests 
have turned more and more towards the smaller 
group as a focus of educational effort—perhaps, 
he says, “ because I sudd2nly discovered one 
day that my family was the starting point from 
which I could begin my own education for 
positive health”. 


his being and his doing at every 
moment of life, from conception onwards. 
One would conclude by pointing out that 
these socio-cultural forces, by far the most 
important being the family milieu and its 
emotional climate, exert a powerful, 
life-long influence upon the individual’s 
health—both psychic and psychosomatic. ? 

Many different workers had contributed 
to the elaboration of the concepts to 
which Richardson devoted his book. 
Since its publication (and, to some extent, 
even before it was published) many 
people have been working towards putting 
these ideas into practice. Considerable 
progress has already been made in this 
direction by a number of medical schools *. 
by certain types of medical care pro- 
gramme *, and by at least two large-scale 
demonstration projects—one in Great 
Britain and one in the United States of 
America. * 

Public health workers are also beginning 
to take an interest in health and illness as 
being essentially family problems. A 
recent and very illuminating article by the 
Chief of the U. S. Office of Vital Statistics 
was entitled “ Public Health Begins in 
the Family ”.* The public health nurse 
and the social worker have, of cour- 
se, traditionally focussed their attention 
on the family unit. However, it seems 
to be a fact that health officers and other 
programme administrators, until very 
recently, have not often been directly 
concerned with health problems in the 
perspective of family living. 

For health education as an _ integral 
part of modern public health practice 


Mr Horine is currently stationed in Mexico 
City as Health Education Consultant (Zone II) 
for the Pan American Sanitary Bureau, WHO 
Regional Office for the Americas. In this post 
he is resporsible for assisting with the develop- 
ment of health education programmes and ser- 
vic2s in Mexico and in the Caribbean countries 
—Cuba, Dominican Republic, and Haiti— 
which are covered by the Zone Il office of 
P.A.S.B. Previously, Mr. Horine had worked 
with an international team assigned to Haiti as 
a part of the WHO-sponsored world-wide 
malaria eradication programme. 
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to be more actively concerned with these 
problems in this perspective would seem 
to offer many advantages of both a 
theoretical and a practical nature. 


Integration with « constructive medicine» 


From the theoretical point of view 
(with long-range practical importance !) 
some re-orientation of health education 
towards the family unit would provide 
opportunities for establishing a closer 
link between health education, on the 
one hand, and trends now emerging in 
medical care and medicai education, on 
the other. 

It appears probable that over the next 
several decades a new type of “ family 
doctor ” will gradually come to replace 
the older “general practitioner”.* At 
the same time, it seems likely that the 
medical profession as a whole will shift 
its attention more and more from the mere 
treatment of disease to a broader concern 
with prevention and with the problems of 
promoting health.® As these changes 
occur, health education will inevitably 
become a major axis of interest affecting 
the entire field of medical care, preventive 
medicine, and public health. 


Owing to the central importance of 
the family as the unit of illness and of 
health, it would seem almost unquestion- 
able that family-centered health edu- 
cation has special relevance to these 
developments in the future of what 
Stieglitz has called “ constructive medi- 
cine ”. 1° 


On practical grounds there is also evi- 
dence to suggest that health education 
aimed at the individual either as an actual 
or as a potential member of a family 
group might be more effective than the 
very frequent—indeed, the usual—em- 
phasis upon the individual as such. There 
are a number of reasons for this suggestion, 
apart from the implications for health 
education which derive from a considera- 
tion of the psycho social factors mentioned 
earlier in connection with Richardson’s 
work. 


Psychological resistance of the individual 


¥ As Srole has pointed out, the normal 
person has an inner need to reject the 
short-term possibility of illness or death 
as far as he himself is concerned. It is, 
he says, the idea : “ No, thanks; you must 
mean the other fellow. ” 4 

This psychological resistance of the 
individual against accepting the usual 
health education “ message ” Srole regards 
as a formidable barrier confronting all 
health education, however skilfully it may 
be tailored to fit other facets of individual 
needs and drives. He suggests that one 
way of circumventing this barrier might 
be to direct the appeal of health education 
to the individual’s concern for other mem- 
bers of his family—his wife, his children, 
his near relatives— or to his concern for 
his close friends. 

In other words, even for purely practical 
reasons the focus of health education 
should, under many circumstances, be 
not the isolated individual as such but 
family groups and other interpersonal 
circles where cross-individual exchanges, 
influences, and pressures are brought 
powerfully into play. 

Srole concludes that in health education 
the practice of “ appealing to individual 
self-interest under the imprimatur of 
statistical probabilities and _ scientific 
facts ” should be replaced by an approach 
which is primarily “targeted to family 
and group interests under the imprimatur 
of the traditional values central to the 
groups’ culture pattern ”. 


Towards a working definition 


Taking these two areas of concern as a 
starting point—i.e., the theoretical and 
the practical advantages which family- 
centered health education might offer—it 
seems possible to work out a conceptual 
frame for the development of this rela- 
tively new approach to the solution of 
some major problems in health education. 

_A tentative working definition of family- 
centered health education might be for- 
mulated along the following lines : 


“ Recognizing that the family is the 
basic unit of health because it is the 
basic unit of living for the vast majority 
of the people in every country of the 
world, 


“ Family-centered health education 
has as its objective : 


“The promotion of healthful family 
living in all of its varied aspects—emo- 
tional, physical, spiritual, cultural, social 
and material; 


“ And is considered to comprise : 


“ All those phases of a community’s 
total health education efforts which 
(a) provide learning experiences appeal- 
ing primarily to the beliefs, feelings and 
interests of people as actual or potential 
members of families and which (b) seek 
to promote the health of the family 
as a psycho-social unit and the health of 
individuals as members of this unit.” 


Implicit in this definition is the assump- 
tion that in any given community many 
different individuals and institutions might 
be called upon to play varying but mutually 
complementary roles in relation to the 
tasks of family-centered health education. 
Official and voluntary agencies directly 
concerned with health and welfare would 
naturally and inevitably be involved. 
Schools, colleges, universities, adult-edu- 
cation groups, and parent-teacher asso- 
ciations would also be able to play a vital 
part. 


In many communities institutes or 
councils on family relations, family- 
service societies, child-welfare and child- 
study associations and similar bodies 
might take the lead in family-centered 
health education—if, indeed, they have 
not already done so in practice. Religious 
organizations, youth groups, community 
centres and clubs, professional and civic 
associations, juvenile and family courts, 
community institutions of all kinds would 
also need to be enlisted; likewise, labour 
and industry through the various education 
and health services which they often pro- 
vide. 


Particularly important responsibilities 
in family-centered health education would 
obviously fall to physicians, public health 
nurses, sanitarians, social workers, phar- 
macists and other categories of personnel 
whose duties in the fields of curative 
and preventive medicine, public health 
or social welfare bring them into daily 
contact with families and family living. 
The potentialities for health education 
—particularly for family-centered health 
education as the term has been tentatively 
defined here—which are inherent in 
contacts of this kind have only begun to 
be realized today. The professional trai- 
ning of such personnel has not usually 
prepared them, except on a limited scale, 
to take advantage of the wide range of 
educational opportunities with which they 
are confronted; and, in the case of the 
physician, there has often been little, if 
any, effort to orient curricula towards 
creating even an awareness that such 
opportunities exist. 

However, in many countries there is 
today an increasing recognition of the 
need for allotting substantially greater 
time to health education in the under- 
graduate and postgraduate curricula of 
various types of training institutions and 
to the role which workers other than 
health education specialists should play 
in health education. '2 It seems almost 
inevitable that with the trend towards 
a re-emphasis on the practice of family 
medicine and the promotion of family 
health, more and more attention should 
and will be given by health and welfare 
workers to family-centered health edu- 
cations. 


Differences... but co-existence 


The question may be asked whether 
it is intended that family-centered health 
education should take precedence over 
other forms of education for health as 
currently practised. The answer to this 
question must surely be in the negative. 
It would not seem reasonable to assume 
that health education appeals based upon 
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other interests and other drives should be 
neglected merely because family-centered 
health education seemed to offer possi- 
bilities for tapping hitherto inadequately- 
utilized resources in terms of human 
motivational patterns or simply because 
the family is being re-discovered as the 
basic unit of society. 


In other words family-centered health 
education, as it is conceived here, would 
co-exist with other educational approaches 
and should not be considered as their 
rival or competitor. There would, of 
course, be important differences between 
general health education and the family- 
centered variety as outlined in the defini- 
tion suggested above. However, such 
differences might often be found on closer 
inspection to lie not so much in the content 
of a given programme or activity as in its 
angle of vision or in the formulation and 
perception of its objectives. 


This point may be made clearer if a few 
examples are cited. Traditionally, health 
education has tended to view the family 
—if the family has been taken into account 
at all—merely as a sort of backdrop to 
a setting in which the spotlight was focus- 
sed on the individual actor. In family- 
centered health education, on the other 
hand, the focus would be either on the 
family as a group or, perhaps more often, 
on the individual as a member of that group. 
But in any event the family and the indi- 
vidual’s roles and relationships within it 
would be the primary focus of effort and 
attention rather than a secondary or merely 
incidental one. 


As an illustration of the family focus 
one can visualize, for example, that in 
education for emotional and social health 
a progressive community might provide 
facilities where families as groups would be 
encouraged to participate in recreational 
activities of the traditional variety, in- 
cluding games and sports, but also (and 
more important) in creative and construc- 
tive tasks such as wood and metal work, 
various other handicrafts affording the 
possibility of a division of labour by age- 
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group, certain types of artistic endeavour, 
etc. For activities of this kind most homes 
today have neither adequate space nor 
the necessary equipment, and only the 
very wealthy can afford to own them. 
The provision of “ family-oriented ” faci- 
lities of this and similar types by the 
community itself could, if supplemented by 
effective long-term education in the use 
of these facilities, be of real value in 
promoting the social and emotional health 
of the entire community. 


Chronic iliness as a family problem 


Let us now take an example from a very 
different area—that of the home care of 
the chronically ill—in order to illustrate 
what would be meant by family-centered 
health education in relation to the indi- 
vidual as a member of the family group. 


The first aim of family health education 
with regard to chronic illness as a public 
health problem would be, of course, to 
reach people as members of families in 
order to stimulate them towards carrying 
out effective preventive measures or 
assuring early diagnosis, wherever possible. 
The emphasis would again be on the posi- 
tive rather than on the negative aspects of 
the question. One would seek to build 
upon the individual’s sense of family 
responsibility and on the feeling of heigh- 
tened personal and family security that 
can be derived from the exercise of rea- 
sonable precaution in one’s way of living, 
from having an occasional check-up by 
the physician, etc. 

To the extent that educational program- 
mes centered on the individual as a member 
of the family group were unable to preveni 
chronic illness, they would be concerned 
(like the rest of health education) with the 
task of restoring the patient to active 
life. Where this was impossible, they 
would seek to promote the optimal ad- 
justment of the entire family to the situa- 
tion they must all face. Here, too, one 
would strive to. take into account the role 
that each member of the family as an in- 


dividual can play in relation to what is 
inevitably a common problem for all the 
members of the family group. One would 
attempt to foster a positive spirit of help- 
fulness and co-operativeness, a_ reali- 
zation that through teamwork by the 
individual members of a family a noble 
and worthy goal might be reached— 
namely, the improvement of the invalid’s 
health, or his easier acceptance of unim- 
provable ill-health, and the consequent 
possibility of greater satisfaction and peace 
of mind for the group as a whole. 

All this may sound over-idealistic or 
even utopian. However, it is perhaps 
well to remember that people are, in fact, 
often capable of the most astounding 
feats of co-operative endeavour where 
they are enabled to see a cause greater 
than themselves, are made aware of their 
belongingness and their relatedness to 
that cause, and are helped to understand 
how they can participate in the attainment 
of a common goal. What people are 
able to do for one another and with one 
another in times of disaster such as fire or 
flood well illustrates this point. Is it 
too much to assume that programmes of 
family-centered health education might 
be patterned in such a way as to mobilize 
effectively some of the same forces and 
drives as those which often move people 
to incredible feats of heroism in other 
kinds of emergency? 


To sum up: 


The appeal of family-centered health 
education would be essentially to that 
sense of family responsibility which, in 
many people, is a very powerful deter- 
minant of behaviour and which, in most 
others, may be supposed to exist in 
varying degree. Its emphasis would 
often be not so much on the cure or even 
the prevention of specific disease and 
disability as on the positive benefits in 
terms of more relaxed and more secure 
family living that can he attained through 
the habitual observance of sound health 
practices by all members of the family 
and through family teamwork for the 


maintenance, or restoration, and the 
promotion of family health. 


So much for what should be regarded as 
only the roughest outline of a conceptual 
framework and an operational system 
within which family-centered health edu- 
cation could be developed and put into 
effect in every country, if appropriate 
modifications and adjustments were made 
to take into account differences in cultural 
patterns, social organization, economic 
levels, etc. 


Possible areas of priority 


One might well ask the question, at 
this stage, whether there are specific 
problem areas of disease prevention and 
health promotion where family-centered 
health education would offer special ad- 
vantages or whether the ideas suggested 
here could be applied more or less equally 
well to all such problems. One might ask, 
in other words, on what basis it would be 
possible to determine priorities in planning 
programmes of family-centered health 
education. 

If the family is indeed the basic unit 
of living and, therefore, the basic unit of 
health for most of the population in any 
country, then it follows that the needs 
and the opportunities for family-centered 
health education would generally be 
found to encompass almost every aspect 
of health promotion and disease preven- 
tion which could be regarded as accessible 
to the use of educational methods. 


A review of the entire range of health 
problems existing in nearly any country 
would, in fact, show that only a very few 
of these problems might not lend themsel- 
ves to such an approach. It would clearly 
be impossible, within the scope of a single 
brief article, to examine in any detail 
all the different health problems which 
might warrant consideration as possible 
“ high-priority targets ” in family-centered 
health education. However, there is one 
problem which seems particularly well- 
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suited to the application of health education 
measures in this rather different perspec- 
tive or which, at least, appears especially 
to call for a great deal more effort along 
these lines than has been concentrated on 
it thus far. It is a particularly important 
problem common, in varying degree, to 
all countries: namely, the task of pro- 
moting emotional and mental health. 


A fact of cardinal importance pointing 
to the urgent need for suitably-conducted 
educational work in this field is the reco- 
gnition—more and more widely accepted 
—that in every illness of whatever kind 
there is a psychic, or a psycho-social, 
component. There is a growing rea- 
lization that in both diagnosis and therapy 
this component must be given its due 
weight. Surely, no less important is the 
need to take such factors into account in 
health education activities designed to help 
prevent disease of whatever kind and to 
promote health, including emotional and 
mental health. It is at this point and in 
this perspective that family-centered health 
education has special relevance. For, as 
Ackerman has observed : * 


“ Most, if not all, forms of emotional 
disturbance converge on the experiences 
of day-to-day family living. The emo- 
tional ‘ give-and-take ’ of these rela- 
tionships is the dead center of all 
forces which ‘ make or break ’ mental 
health ”. 


Universality of need 


It seems almost obvious that there is 
a need for health education to concern 
itself more extensively with mental health 
in countries which, like those of Western 
Europe or North America, have already 
attained a high level of urbanization and 
industrialization. All the available evi- 
dence on the extent of emotional and men- 
tal disturbances, the anarchy of youth, 
alcoholism and drug addiction, psychoso- 
matic disorders of various kinds, diseases 
of adaptation or whatever they may be 
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called, etc. points unmistakably in this 
direction. 


Although a great deal of research will 
be required in order to lay even the mini- 
mum foundations for effective family- 
centered health education in these prob- 
lem areas, it is evident that the need for 
it to be undertaken and to be made effec- 
tive is urgent, indeed, in all these countries. 


Less obvious but probably no _ less 
important is the fact that even in the so- 
called “ underdeveloped ” countries family- 
centered health education for emotional 
and mental health ought perhaps to be 
regarded as an objective of high priority 
in public health programmes. Apparently 
these countries are not yet faced with 
emotional disturbances and personality 
disorders of anything like the magnitude 
that such problems have assumed in the 
high-tension, highly competitive, hurly- 
burly societies of the industrialized West. 
However, in recent years social scientists 
have devoted much study to the psycho- 
logical and socio-cultural repercussions 
stemming from rapid technological change 
in heretofore non-technical societies. 


Specialists in different branches of 
the behavioural sciences have pointed 
to the very grave problems that must, in 
all probability, be anticipated in these 
countries within the coming decade or two. 
There is every likelihood, they believe, 
that the next generation in Africa and 
Asia, and in other rapidly-developing 
areas, will be seriously affected and that 
emotional and character disturbances may 
reach unprecedented proportions in such 
areas unless steps are taken now to counter- 
balance these difficulties. 14> 1° 


The suggestion may be appropriate, 
therefore, that family-centered health 
education for emotional and mental 
health—based necessarily on a careful 
assessment of local needs and _ local 
situations as seen in the light of social 
science research—might become an im- 
portant means of combating this danger 
before it reaches explosive proportions. 


Opportunities long neglected 


Underlying all these various considera- 
tions and pointing clearly to the need for 
family-centered health education is this 
statement, a statement made more than 
ten years ago at the Annual Conference 
of the Milbank Memorial Fund but 
perhaps of even greater and more imme- 
diate importance today than it was then: 1¢ 


“It is within the family where basic 
adjustment to social living is required. 
Success or failure may affect the health 
of the group as well as of the individual. 


“is it not remarkable how long 
medicine has paid only scant attention to 


family health? Only recently has the 
family been recognized as the ‘ unit of 
illness ’ and have attempts been made 
to consider the family as the ‘ unit of 
treatment 


“This new approach has proven 
sound for diagnostic and curative 
measures. There is need of extending 
it: The family should be considered as 
the ‘ unit of health ’.” 


On the basis of all the available evidence 
it seems justifiable to assert that health 
education would also do well, in the 
years to come, to turn its attention more 
consciously and more forcefully to this 
area so long neglected. 


(1) Richardson, H. B. Patients have families. New York: The Commonwealth Fund, 1945. 
(a) page 76. 

(2) Simmons, Leo W. and Wolff, Harold C. Social science in medicine. New York : Russell 
Sage Foundation, 1954. Cf. Chapter III, pp. 50-81. 

(3) Hubbard, J. P. “Integrating preventive and social medicine in the medical curriculum”, 
New England Journal of Medicine, vol. 251, no. 13 (23 Sept. 1954), pp. 513-519. 

(4) Cf., for example, Health Insurance Plan of Greater New York. Ten years of service: 
1947-1956. New York: Health Insurance Plan of Greater New York, 1956. 

(5) Cf. Pearse, I. H. and Crocker, L.H. The Peckam experiment: A study of the living structure 
of society. New Haven: Yale University Press, 1945. 

(6) Cf. Milbank Memorial Fund. The family health maintenance demonstration. New York : 
Milbank Memorial. Fund, 1954. 

(7) Dunn, Halbert L. “ Public health begins in the family ”, Public Health Reports, vol. 71, 
no. 10 (Oct. 1956), pp. 1002-1010. 

(8) Cf. Cameron, G. D. W. “ The integration of preventive medicine into medical practice ”, 
Canadian Journal of Public Health, vol. 45, No. 9 (Sept. 1957), pp. 359-365. 

(9) Cf., for example, Colorado Springs Conference, Report of: “ Preventive medicine in 
medical schools ”, Journal of Medical Education, vol. 28, no. 10, part 2 (Oct. 1953). 
Stieglitz, Edward. A future for preventive medicine. New York: The Commonwealth 
Fund, 1945. Passim. 

Srole, Leo, in Galdston, Iago (Editor). Psychological dynamics of health education. New 
York : Columbia University Press, 1951. (a) page 91; (b) page 97. 

Cf., for example, Dowling, H. F. and Shakow, D. “ Time spent by internists on adult 
health education and preventive medicine ”, Journal of the American Medical Association, 
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presented at the 16th Eastern States Health Education Conference, New York City, April 
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of Medicine.) 

Mead, Margaret. Cultural patterns and technical change. New York: New American 
Library of World Literature, 1955. 

Cf. also Dicks, Henry V. “ The predicament of the family in the modern world ”, Lancet, 
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in The Family as the unit of health. New York : Milbank Memorial Fund, 1949. Page 26. 


(10) 
(11) 
(12) 


(13) 


(14) 
(15) 


(16) 


| 
| 
| 
| 
| 
| 
| 
¥ 
| | 


Health education in action 


Health 


educators 


in 

3 

yellow robes 
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: Three-quarters of Ceylon’s nine mil- 
on people are Buddhists. In village 
éife, especially, the yellow-robed priests 
are accepted leaders and take an active 
jsart in community development. 

» And so... and so it is that we are back 
again on the same old track: why not 
take health education to the people through 
the Buddhist priesthood ? 

Ceylon has, in fact, been doing this 
for just over a year, the project being 
‘aunched in October 1958. The Depart- 
ment of Health Services set itself the 
following five tasks : 

1) To train Buddhist priests in the 
Pirivenas (schools for the priest- 
hood) on the fundamentals of 
public health. Curriculum to in- 
clude teaching of principles of 
community organization, mental hy- 
giene, child health, nutrition, dental 
health, environmental sanitation, etc. 
To encourage the priests to under- 
take health education work in 
villages. 

To get their help in organizing the 
people for health and in the solution 
of community health problems. 
To get the priests to dovetail their 
health promotion work with that 
of the country’s health workers. 


= 


by Janus 


5) To have the Buddhist clergy carry 
out health education work in the 
temples by means of talks and dis- 
cussions with villagers. 


What have been the results, after one 
year’s work? The Department of Health 
Services gives the following answer : 

This training programme has_ been 
completed in most of the important Piri- 
venas in the island. 

One noticeable factor was insufficiency 
of fundamental public health knowledge 
among them. Many Buddhist priests, 
schooled in the principles of Ayurvedha, 
find it rather difficult to understand, for 
instance, the germ-theory of disease. 

In the seminar and discussion-groups 
organized in the Pirivenas, it was noticed 
that they displayed a marked relish for 
knowledge on health subjects. Requests 
for more training programmes were 
increasingly made. by more and more 
Pirivenas. 

The training programmes were conduct- 
ed by medical officers and public health 
personnel in their particular specialities. 
These programmes also included demon- 
strations and visits to field medical insti- 


tutions. 
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These programmes have now been com- 
pleted in several Divisions, and action has 
already been taken to introduce the 
Buddhist priests to the community. 

In the Health Education Project in the 
Ratnapura Division, for instance, training 
programmes for 40 resident priests of 
Siri Sumana Pirivena in Ratnapura have 
been completed. After the training the 
neighbouring village of Madduwa was 
selected as a pilot project to be conducted 
by the trained Buddhists priests, as part 
of the general field training. 

The priests enthusiastically set about 
the job, carrying out an initial survey 
to get an overall picture of health condi- 
tions in Madduwa village. The response, 
(says the Department) has produced 
gratifying results and has created an in- 
creasing reservoir of health consciousness 


among these rural folk. The organiza- 
tion of the community has now been esta- 
blished and, according to the latest reports, 
very rapid progress has been made. 


* 
* * 


The conclusion is reached that “ the 
results of this experiment have demon- 
strated that great strides forward can 
be made by incorporating in a health 
education drive persons in whom the pub- 
lic have unswerving and unquestioned 
faith. The integration of the Buddhist 
clergy of this country in our anti-disease 
campaign is paying dividends hitherto 
unknown and never foreseen. 

“ They will emerge soon, it is expected, 
as an integral part of our fight against 
disease and as a valiant force in the well- 
being of Ceylon. ” 


A health educator gives a lesson to student priests at a Pirivena—a school for Buddhist 
priests—near Galle, Ceylon 
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Health education in action 


Before discussing health education in schools — who should do it, 
how it should be done—the author tackles the basic problem: 
«What is the aim of health education of children” and first, what 
is health and why do we need health education ? 


Health education 
in the school 


The mission of the school in our modern 
world goes far beyond its educational 
role—it has to fulfil a demanding social 
task, to fashion man for life. 

Education is not confined to teaching 
children to read and write or to preparing 
candidates for examinations. The school 
should contribute to “the making of 
man” by providing everyone with the 
maximum possibilities of coping with 
every day problems in all fields of life. 
The school should not just “teach” 
children, unconcerned as to what they 
will do with their knowledge, but should 
prepare them for maximum proficiency 
in their family, professional and social life. 
Such requirements are all the more impe- 
rative as our times have witnessed the 
coming up of new elites among the people 
who, with no more than elementary 
school education, embark upon major 
political, economic and social public 
activities. 


The World Health Organization Regional 
Office for the Eastern Mediterranean has 
kindly authorized the publication of this text, 
prepared for the W.H.O. Seminar on health 
education organized in Teheran, 28 October- 
9 November 1958. 
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by Etienne Berthet 


According to the formula of the French 
philosopher Montaigne, “the making of 
man” requires, at an early stage, to fill his 
head with soundness rather than cram 
it with knowledge, and further to give 
him total health so that he may adapt 
to the various circumstances life may 
proffer. 

Both teacher and physician should be 
aware of the total needs of the child and 
of the variety of influences which affect 
him : 


1. The child should be considered in all 
the facets of his personality—from the 
biological, psychological and social angles 
—none being neglected to the benefit 
of the others. The education and psy- 
chology of a handicapped child should 
never be sacrificed to medical treatment; 
if there exist methods to treat a fractured 
or paralyzed limb, there are none to 
straighten a withered mind. 


2. The child’s health is closely dependent 
upon the family’s general standard of 
living as well as upon the social, econo- 
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mical and cultural level of the community. 
Anything that improves the physical and 
mental health of the people and their social 
well-being will logically benefit children, 
hence any action undertaken in favour 
of childhood should be integrated in the 
overall public health programmes develop- 
ed by governments. 

The problem of child protection is not 
confined to the building of hospitals, health 
and social centres. It consists as well—if 
not toa greater extent—in a better organiza- 
tion of social patterns, better and healthier 
housing, the improvement of the families’ 
standard of living and the development of 
popular education. 


3. Children’s needs differ according to 
the various backgrounds and ages. Con- 
sequently, in the planning of an educa- 
tional programme, priorities should be 
established for the various tasks to be 
undertaken. 

Two-thirds of the world’s population 
are confronted with three essential prob- 
lems: struggle against disease, against 
hunger and against ignorance. 

In contrast, in other more privileged 
areas, children’s welfare depends more 
upon the family and social background 
and less upon the natural environment; 
therefore, new problems arise: mental 
health, juvenile delinquency, prevention 
of accidents, rehabilitation of the handi- 


capped. 


During several years, Doctor Etienne Ber- 
thet directed th2 anti-tuberculosis campaign in 
Grenoble, France, promoted health education 
activities and supervised the French Red Cross 
training programme. He joined the World 
Health Organization in 1950, and was assigned 
to the Eastern Mediterranean Regional Office, 
where he undertook missions in Egypt, Turkey, 
Syria and Lebanon. Since 1954, Dr Berthet 
has been detached from the World Health 
Organization to the International Children’s 
Centre in Paris, as Director General of this 
training, research and documentation centre 
on childhood problems. 


What is health ? 


In health education, the first points 
to be considered are the objectives to be 
achieved and the definition of health. 

For many people, health is defined by 
its negative aspects, namely the absence 
of disease and infirmity, just as peace 
is the absence of war, opulence the absence 
of poverty. Such a definition is incom- 
plete, and we must endeavour to bring 
out the positive elements which will 
serve as a basis for our action. 

If, in several instances, it is relatively 
easy for a physician to diagnose a patholo- 
gical condition, it is far more difficult to 
assert that a human being is healthy. The 
remark of the modern writer Jules Romains 
that “any man enjoying good health is 
a man unaware of the diseases latent in 
him ” is full of deep thought and practical 
implications. Is it not the basis of all 
our modern preventive medicine? 

The concept of health involves the idea 
of “ normality ”. But what is normality? 
Is it possible to outline for each individual 
the normality of his organic functions, of 
his intellectual, emotional and_ social 
activities ? 

Normality can only exist in relation to 
asampling procedure carried out ina popu- 
lation group of varying size but always 
limited in time and space. What is true 
for the townsman is not true for the country 
dweller, what applies to the intellectual 
does not apply to the worker, what is 
good for the black child may not be so 
for the white child. Similarly, different 
interpretations are given to the concepts 
of health and disease : 


— For some primitive populations, 
disease is a vengeance of the gods and the 
wages of sin. Indeed, there is no need 
to go to tropical forest areas to find such 
interpretations. In our own countries, 
which we consider to be well-developed, 
do we not even now come across dramatic 
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stories of witchcraft and spell-binding? 
And do we not sometimes find in our sub- 
consciousness traces of such primitive 
fatalistic attitudes? 


— Health and disease are but blurred 
entities changing with our developing 
knowledge. At the beginning of this 
century, a tuberculosis patient was a 
cachectic, feverish, haemopoietic patient. 
Nowadays, he is a person apparently 
healthy in whom mass X-ray examinations 
detected a latent pulmonary opacity. 

There are many patients enjoying health 
artificially, in fact a “ therapeutic health ”, 
thanks to drugs or remedies enabling them 
to live symbiotically with their disease : 
for instance, streptomycin for cases of 
tuberculosis, insulin for diabetics and 
cortisone for those suffering of rheu- 
matism. 


— Man’s health cannot be considered 
separately from his environment and his 
cultural level. This is why the import- 
ance given nowadays to health stands in 
contrast to the indifference long existing 
and still to be found among some less 
developed population groups. 


In the present stage of our knowledge 
a positive definition of health might 
include four essential points : 


1. Health is the current and normal work- 
ing of all organs of the body, and a ful] 
play of their functions. 


2. Health is a harmonious balance of all 
the faculties of a man, physical, intellectual 
and spiritual. 


3. Health is the presence of a potential 
reserve of strength which enables the body 
to resist those minor attacks upon his 
physique or morale scattered along the 
course of man’s life. 


4. Health implies the integration of the 
individual in his environment, with all 
the secondary reactions it entails. 
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Health is the full development of life, 
a balanced activity, an all-embracing har- 
mony of man with “ the body providing 
to the mind the perfect and silent service 
of a mechanism admirably flexible, with 
both the body and the mind offering the 
soul the unfailing support of a complex 
system wherein various potentialities are 
brought to entities” (R.P. Doncoeur). 


Why health education ? 


Health education became a_ necessity 
for a number of reasons among which we 
may mention the following : 


— Need for knowledge: advances in 
modern technique have aroused in the 
people a thirst for knowledge which is 
all the greater as it applies to one of man’s 
most precious assets, namely his health 
and life. 


— The growing predominance of health 
problems in everyday life (mass health 
campaigns, compulsory vaccinations and 
medical examinations). Legislation for 
public health protection will be all the 
more effective and more easily accepted 
if public opinion is better informed. 


— The advances achieved in modern 
medicine, widely disseminated through 
the press, radio and television, arouse 
men eager to learn to fathom the mysteries 
of modern science. This mass information 
is not without danger. Suffice it to note 
the regrettably low standard of health 
information provided by the press at 
large, which enhances the lure of morbidity 
the exaltation of instinct, with emphasis 
laid upon sensation all the more specta- 
cular that it is dubious and enticing. 


The objective of health education is to 
raise the level of people’s health—an 
essential requirement to their economic 
and social development. Its major aims 
are three : 


1. To make each member of the commu- 
nity aware of his personal responsibilities 
for the protection of his own health and 
that of his dependents. If, on the one 
hand there are numerous diseases breaking 
out, spreading and killing men, who can do 
nothing but look on helplessly and suffer, 
there are also many organic ailments for 
which, out of ignorance and carelessness, 
men have a large share of responsibility. 


2. To emphasize the importance of public 
health protection problems in a harmo- 
nious community development, and to 
secure everybody’s participation in the 
effort of health authorities and voluntary 
organizations. It is a pre-requisite to the 
successful implementation of any pro- 
gramme of community public health. 


3. Its objective should not only be to 
prevent men from dying, but to help them 
live, which is often a difficult venture at 
a time when social patterns are developing 
so very fast and when in some regions 
whole communities are thrown within 
a few weeks from their primitive mode 
of rural life to the era of jet planes, with 
all the consequent individual and family 
disruptions. 

A health education programme will 
not be accepted by a community unless 
it takes account of its most pressing wishes 
and needs. Any action should be pre- 
ceded by a survey ascertaining the actual 
needs of the community and its poten- 
tialities. 

To begin with health education was 
confined to the mere teaching of health 
rules. Now it is real education, enli- 
sting the active participation of individuals 
Its objective is less to inculcate rules than 
to create “a health mindedness ”, healthy 
living reflexes. Health education then is 
social education in the true sense of the 
word, leading to a greater well-being of the 
people. 


The role of the school health officer 


The basic task of a school health officer 
is not only to supervise the children’s 
state of health and to intervene whenever 
some adverse signs appear, but also to 
participate actively in the implementation 
of health education programmes at school. 
This is a normal evolution of medicine, the 
concept of which passed through three 
successive stages in the course of centuries. 
First, it was a purely curative medicine : 
the doctor’s task was to provide patients 
with the medical care required by their 
condition without any further objective 
than the immediate treatment of the organ 
affected. Then it became concerned not 
only with the treatment of disease but also 
with prevention, and since the beginning 
of the century this concept has inspired 
the legislation enacted for public health 
protection and social medicine. Without 
renouncing either of the abovementioned 
concepts contemporary medicine added 
education to its curative and preventive 
activities, its objectives being to help man 
to develop his personality to the full, 
whatever his conditions of living. 

To enable medical officers responsible 
for school health to tackle successfully 
the various problems to be solved, the 
French Ministry of National Education 
organizes every year a training course in 
Paris in collaboration with the Institute 
of Social Paediatrics of the University, 
and the International Children’s Centre. 

The general programme of the nine 
months’ course consists of : 

— A general review and up-to-date 
supplementing of the various branches 
of medical science necessary for a school 
health physician (paediatrics, mental 
health, child neuro-psychiatry, physiology 
applied to physical training and to voca- 
tional guidance, etc.). 

— A critical study of the working of 
school and university health services from 
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the administrative and technical points of 
view (preventive and social medicine, prob- 
lem of the education of mentally deficient 
children, study of school curricula, etc.). 

— Practical data on the organization of 
health education at school. 

At the international level, the Interna- 
tional Children’s Centre organized two 
courses for physicians and school health 
nurses on school health problems: the 
first course was attended from 9 January 
to 5 February 1956 by 28 school physicians 
from 22 countries and territories; the 
second course included 23 participants 
belonging to 14 countries and territories 
and was held between 14 January and 
10 February 1957. 


Teachers: main agents of health education 


The teachers are the main agents of 
health education. They will give children 
elementary notions of hygiene and pre- 
vention and it is up to them to create in 
their classroom this “ health mindedness ” 
which is the goal of health education. 

The training of the teaching staff 
should cover four basic fields : 

— Elementary teaching of basic sciences : 
anatomy, physiology, social sciences. 

— Teaching of general and individual 
hygiene and of the activities likely to 
develop physical and mental health: 
cleanliness, rural health, maternal and 
child health, nutrition, sleep, first aid, 
home economics. 

— Teaching of preventive medicine and 
prevention of social diseases (tuberculosis, 
malaria, trachoma) which in some count- 
ries have a high incidence in the school 
population. 

— Knowledge of the medico-social faci- 
lities of the area, role of public and private 
organizations. 

As an example we may quote the prac- 
tical programme we have an opportunity 


to suggest in some teachers’ training 
colleges both in France and in some 
countries of the Eastern Mediterranean 
Region : 


1. Study of the basic needs of the child 
from the biological, psychological and 
social points of view. 


2. Study of the somatic and psychological 
development of the child: influence of 
hereditary factors; of family and social 
factors; of school factors (adaptation of 
the child to school and adaptation of the 
school to the child). 


3. Study of the prevailing risks threaten- 
ing children and of the means to prevent 
them. Such risks will vary according 
to regions and time. In some countries, 
emphasis should be laid on communicable 
disease control and nutrition problems, in 
others, on the prevention of accidents 
and on mental health. 


4. Protection of the child’s health at 
school : 


— Need for close collaboration between 
the teaching staff and the school health 
service 

— Organization and running of the school 
health services: medical examinations 
with the educational and social impli- 
cations giving them full value 


— Health education at school, its princi- 
ples, methods and evaluation 

— Relations to be established between 
school, families and local health services 


5. Special problems concerning back- 
ward children and physically, mentally 
and socially handicapped children 


In addition, health education training 
will be provided by teachers’ training 
colleges and will be continued through 
refresher courses for in-service personnel. 


At the international level, the Inter- 
national Children’s Centre organizes train- 
ing courses for teaching staff. A first 
course was given from 13 February to 
13 March 1956 and was attended by 26 
participants from 20 countries and terri- 
tories. A second course for teaching 


personnel was held in Paris from 12 Ja- 


nuary to 21 February 1959. 

In 1954, the WHO Regional Office for 
Europe organized in Grenoble (France) 
a conference on school health which laid 
stress on the limitations of health education 
as given to schoolchildren. Health edu- 
cation, when carried to the bitter end, 
could result in prompting individuals to be 
exaggeratedly concerned with their state 
of health and throw them into the hands 
of quacks. Furthermore, some  over- 
zealous and inexperienced health educators 
may create in children certain aversions 
or even a state of anxiety, which should 
be avoided 

Moreover, a health educator who 
would solemnly condemn before a child 
audience certain habits related to nutrition, 
drinks, housekeeping etc. (habits which 
those children witness every day at home) 
might give the child the impression that 
his family environment is considered 
unworthy, thus creating in him a state of 
anxiety, which in some young children 
may result in a tension between the family 
and the school. 


Health education in the school 


The first pre-requisite for good health 
education is the teaching through example 
and a “healthy school” is therefore the 
essential element. Just as art cannot be 
taught without pencil, paper or rubber, 
health education cannot be practised in 
a dirty school deprived of sanitation and 
fresh air. 

Health education in the school should 
be attractive, lively and adapted to the 


children; it should not be limited to mere 
theory of hygiene which is often boring 
and does not get to the point It should 
emerge from life; it should not be a disse- 
mination of poorly understood medical 
notions, nor should it be a low-level 
adaptation of some university teaching. 
Schoolchildren are not interested in theo- 
retical data on hygiene, but in their own 
life with all its problems : 


— The school medical inspection should 
be the starting point from which to give 
children some notions of the meaning and 
value of preventive medicine. 


— A local diphtheria epidemic should, for 
instance, be given as a practical example in 
a lesson on vaccination and communi- 
cable diseases control. 


— It is on the occasion of a football match 
or any other sports competition that the 
teacher should speak of the role of a 
well-understood health education for the 
development of man. 


A subject of health education could 
yield the best results if taught in schools 
in the following four phases : 


First Phase: Its objective is to captivate 
the child’s interest and attention by taking 
as a Starting point concrete observations 
and well-defined facts. For instance, safety 
education may be built up around a motor- 
car accident that occurred in the area and 
was widely commented on at home, at 
school and in the local papers. 


Second Phase: To the personal observa. 
tions made by children, the teacher shall 
add some considerations on the meaning 
of casualties and permanent disabilities 
which are easily prevented through safety 
education (by combating ignorance, care- 
lessness and indiscipline). 


Third Phase: It will be devoted to the uti- 
lization of all audio-visual media available 
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tog he teacher such as films, photographs, 
ch rts, pamphlets, posters, etc. 


‘ then be asked to present some personal 
(comments on some accident; 
paration of a drawing with an educa- 
nal slogan on prevention; demonstra- 
i i of first aid to injured persons). 


- Health education shall be adapted to the 
c’ ildren’s age. With young children, 
it will mainly aim at creating automatic 
reactions, good hygiene habits through 
simple everyday practice : 


— The child will learn how to be clean: 
cleanliness of body and clothes, clean- 
liness at school and outside, (at home, 
in the street, in the bus...), moral “ clean- 
liness ”, that is decent behaviour with his 
parents, teachers and schoolmates. 


— The child will learn to develop phy- 
sically by a good upright posture, breath- 
ing deeply, a sound diet, and regular 
physical exercises which should be made 
as attractive as possible. 


— The child will learn how to preserve 
his mental balance by “ immunizing” 
himself against the psychological shocks 
’ which unavoidably result from his con- 
tacts with his schoolmates. 


For older children, the teaching will 
assume a more didactic trend while 
maintaining as far as possible a practical 
aspect. For instance, a prominent place 
will be given to educational visits to hospi- 
tals, dispensaries, health centres, practical 
laboratory demonstrations : showing child- 
ren tuberculosis bacilli under the micro- 
scope or tuberculosis lesions in a dissected 
guinea-pig will focus their attention on 
tuberculosis far better than long lectures. 


Preparing the child for the world of to- 
morrow 


We do not intend to discuss the relations 
between school and families, but we should 
like to lay stress on the importance of 
this problem. Observations show the 
great need for co-operation between pa- 
rents and teaching staff in all fields related 
to the child’s education. Many distur- 
bances in children’s physical and mental 
health are connected with family problems 
and only frequent contact between phy- 
sicians, teachers and parents can remedy 
such situations. 


This collaboration is all the more 
necessary as, in addition to the immediate 
problems connected with children’s health, 
it would facilitate their guidance now 
so complex in the rapid evolution of the 
world, which compels us to prepare child- 
ren not for today’s world but for the 
world of tomorrow. 


Consequently, it is a requirement of our 
era that the child should learn to be 
international-minded. We become inter- 
national-minded when we are aware of 
belonging to humanity at large, of our 
collective or group responsibility, of our 
solidarity with the community of men. 
Such an international spirit is difficult 
to achieve with adults—it is more easily 
realized with children who are free from 
any nationalistic or racial prejudice and 
may easily be given an opportunity to 
discover by themselves the dimensions of 
our contemporary world. 


It is at school age, when the child’s 
personality is fashioned, when the first 
bonds of friendship are woven outside the 
family circle, that this education should 
start; and we should make use of all audio- 
visual techniques available while not 
neglecting to bring in the child’s emotional 
attitude. The problem which arises now 
and will arise with more acuteness for our 


Hirth Phase : This is the evaluation phase, 
vi ¢ch makes it possible to measure how 
f, 4 the ideas previously exposed have 
bfin grasped by the children. They 
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own children, is to know, to understand, 
and to love human beings whose way 
of life, habits and customs have nothing 
in common with ours. 

Margaret Mead, the famous anthropo- 
logist, reports that an Indian chief who 
had been assimilated in the white com- 
munity for twenty years expressed her 
views as follows: “I understand that we 
should accept as our neighbour any man 
whether white or black or yellow or even 
green "—“ Why green? Because we 
must accept in advance not only those we 
know but also those who may come ”. 


“ The green man” is the man of tomor- 
row, he is the child of today whom we 
hope to be more tolerant, more brotherly, 
wiser than we have been until now. So 
far, education aimed at preparing men to 
a well-defined social function within a 
clearly outlined walk of life. Nowadays 
our trend should be towards an inter- 
national education, towards an education 
which will respect any natural, legitimate 
and enriching particularities of life, an 
education capable of determining that 
common denominator existing for all 
peoples of the world. 


1960 
CCHE 
seminars 


19-22 April, 1960. — International Seminar on the principles, methods 
and media of health education, to be held at Nutford House in London. 
This meeting is intended for all community health workers from coun- 
tries other than the United Kingdom. The inclusive fee for residence 
and tuition will be approximately £10 10s. (or $30.00). Dr. W. W. 
Bauer, Director of the Department of Health Education of the American 
Medical Association, will open the 1960 programme. 


9-19 August, 1960. — Summer School in Health Education, to be 
held at the Froebel Educational Institute, Grove House, Roehampton 
Lane, London, S. W. 15. Health workers from overseas are invited 
to attend this School. 


All applications and enquiries should be sent to The Medical Director, 
The Central Council for Health Education, Tavistock House North, 
Tavistock Square, London, W. C. 1. 


France’s 
second 

national 
seminar 


France has just completed its second National Health Education 
Seminar which grouped, for two months, 18 participants from France, 
Algeria, the Congo, the High Volta, Madagascar, Tchad and the Sudan. 

The extremely varied backgrounds of the students taking part in 
this two-month course greatly contributed to valuable exchanges of 
ideas and experiences. The seminar was directed by Dr. Benech, 
Departmental Health Director and Inspector of Studies for Health 
Education at the National School of Public Health. 

The first part of the seminar was of a theoretical nature, and took 
place in Paris, 19 October to 28 November; it was followed by a period 
of practical work in the provinces, 1-12 December. During these 
two weeks, the students formed several groups and were able to study 
the organization of health education in various centres, participating 
in a direct and constructive manner in their activities. 

Finally, the last week was devoted to an evaluation session in Paris. 
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Health education in action 


Yugoslav 
girls 
spread 
health 


by Milan Mitrovi¢ 


Yougoslavia’s village health education 
centres aim at preparing young girls for 
their future role as housewives and mothers 
and as true companions to their husbands 
by developing their knowledge in the fields 
of hygiene, education and domestic science. 

The courses given at these centres have 
a long tradition behind them. Each is 
planned differently according to the district 
where it is held. For instance, in Croatia 
some 370 courses, attended by about 
6,000 students were held from 1926 to 
1941; in Serbia and Slovenia the figure 
is as high, or higher. These courses 
were organized and planned by the 
regional teaching, agricultural and health 
authorities. 

In Metohie, in the Peé district, five 
education centres for country girls were 
set up between 1955 and 1956; since then 
32 seminars, each lasting five months, 
have been held for more than 700 young 
girls, among them 460 Albanians (Chip- 
tares). 

They are easily the most popular of 
their kind in the country, outside schools. 
The fact that they are non-paying and 
open to everyone creates great interest 
among the local populations, who take 
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an active part both in the centres’ orga- 
nization and in their work. There is 
no doubt that the centres have justified 
every hope placed in them and fully 
proven their social value. Today the 
more progressive and respected families 
in the villages are those where the wives 
have attended these courses. Their homes 
are the best kept and their families have 
the best nutrition. 

In Metohie, the centres are of a special 
nature, adapted. to regional problems 
and needs. The teaching here aims at 
primitive women with little or no educa- 
tion. Before 1945 these women wore the 
férédjé or veil and were rarely seen outside 
their homes for they are Moslems. In 
this region, communicable diseases, tuber- 
culosis and infant mortality rates are the 
highest in the country. Lack of vitamins, 
anaemia, parasites and ringworm are 
also a serious problem. 

The centres teach young peasant girls : 


— to budget their household accounts 
sensibly ; 

— to keep their homes clean and to 
watch over the personal hygiene of 
members of their families; 


— to improve the family’s nutrition, 
specifically the diet of children. 


The special circumstances of the Metohie 
region mean that nutrition and hygiene 
constitute the core of the education 
programme. Each centre is set up in 
a house with a kitchen, a dining-room, a 
school-room, a vegetable plot, a poultry- 


Dr Milan Mitrovié is a Federal Healt In- 
spector of Nutrition in Yougoslavia. Following 
his medical studies in Paris, France, he became 
Medical Officer of Health in his country and 
soon specialized in questions of nutrition: food 
surveys, special seminars for village girls, pop- 
ular articles and books on food hygiene. He 
adds with ride that he is the author of the 
chapter on pellagra in France’s medico-surgical 
Encyclopedia. 
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yard, a well, etc. The centre is directed 
by a domestic science teacher who works 
with an assistant. Both live at the centre 
and are responsible for carrying out the 
programme. Each centre runs its own 
budget and holds two five-month courses 
each year. Students come from near-by 
villages and are between 16 and 20 years 
old; they comprise Serbs and Albanians, 

Moslems, Orthodox and Catholics. They 

arrive in the morning and leave in the 

evening, preparing their own meals on 
the premises. All domestic science work 
is for that matter undertaken by the pupils. 

There is no other personnel. Each course 

is attended by 20 to 30 students. 

The organization of a village centre 
implies : 

1) that the local authorities provide 
adequate premises, heating, lighting 
and a sufficient number of pupils; 

2) that the regional authorities provide 
funds, teaching personnel and, if 
necessary, the centre’s equipment; 

3) that the Health Institute prepares a 
programme and supervises its imple- 
mentation, appealing to other social 
organizations such as the Red Cross, 
the Women’s Union, Agricultural 
Cooperatives, etc. 

At the end of the course, the pupils 
pass an examination and receive a certi- 
ficate. The programme includes the fol- 
lowing subjects: Personal hygiene and 
basic notions of general hygiene, healthful 
nutrition and the art of cooking, com- 
municable diseases and their prevention, 
first aid and home nursing, the care 


and feeding of infants and young children, 
domestic science (running a home, sewing, 
mending, washing, care of linen, « back- 
yard » agriculture such as growing vege- 
tables, raising poultry, the dairy, etc.) 

Theory is taught during the practical 
work sessions undertaken by small groups 
of students in the kitchen, the class- 
room, the vegetable plot, etc. The teach- 
ers visit their pupils when they are at 
home, once or twice a week, and help 
them in their domestic chores: cleaning 
and cooking for the whole family with the 
food found in the larder. This enables 
the teachers to check on the students’ 
grasp of what is taught in class and whether 
they manage to improve the family menu 
and to keep house better. 

The centres do not restrict their field 
of action to school hours. More and more 
they tend to act as health and social educa- 
tion centres for all the local inhabitants. 


According to the season, they organize 
courses, seminars and practical work 
sessions for all the women of the village, 
sponsor exhibitions of homecrafts or 
agriculture, and take an active part in 
the school canteens programme. The 
centres often house the village library 
or the local reading room and become 
so to speak the women’s club where 
‘old girls’ like to meet. They are also 
used for social and artistic events such as 
popular choirs, folklore dances, amateur 
theatricals, film shows, etc. 

Thus, as time goes by, they truly become 
health, cultural and social centres for the 
entire rural population. 


The World Confederation of Organizations of the Teaching Pro- 


fession has a new Council and Section established in Health, Physical 
Education and Recreation. The officers of the new section are President 
Dorothy Ainsworth, Professor of Physical Education at Smith College, 
USA; Vice-President Michael Melanefy, Director of Physical Education, 
Essex, England; Secretary Treasurer Carl Troester, Secretary of the 
American Association of Health, Physical Education and Recreation. 
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Research and studies 


Factors 
influencing 
smallpox 
vaccination 


Smallpox vaccination work in Ching- 
leput District in India has been widespread 
and intensive for over 25 years. In this 
area, it has long been recognized that if 
more rural people really wanted to have 
smallpox vaccination, two benefits would 
accrue: 1) A better job of vaccination 
could be done and smallpox control 
could be more effective; 2) Health wor- 
kers would not have to spend so much 
effort on seeking out unprotected persons, 
and thus would have more time to de- 
velop other much needed health program- 
mes. It has been observed in this area 
that people’s acceptance of vaccination 
is influenced by how much they know 
about the purpose of vaccination. It 
appears, therefore, that better under- 
standing of the present state of villages’ 
knowledge about smallpox should be 
helpful in the planning of more effective 
vaccination programmes. For this rea- 
son, during a village study which was 
undertaken as a part of the Government 
of India’s Research cum Action (RcA) 
Project in Environmental Sanitation, in- 
formation relating to this problem was 
also gathered. 
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Health departments are sel- 
dom satisfied with the results 
of their efforts. The public, 
they remark, generally shows 
lukewarm interest in their pro- 
grammes and does not give them 
the support needed. Years go 
by, and little progress is 
achieved. Why? This article 
clearly demonstrates how a well 
conducted survey can throw 
new light on the problem and 
enable the intelligent planning 
of a well-adapted health educa- 
tion campaign. 


A systematic sample of 1254 house- 
holds was selected from all the households 
in 25 fairly typical villages in Chingleput 
District. One senior person in each 
of these households was _ interviewed. 
The sample was also stratified by sex 
and caste of respondent and presence of 
village leader in the household. Details 
of this study are presented in the Poona- 
mellee RcA Project Report on Initial 
Survey. The questionnaire used for each 
interview included, among other items, 
a question about whether smallpox had 
occurred in the village. Then, with 
reference to smallpox, the following 
questions were asked and the answers 
were written down: 


1. What do people in your village say 
about how one gets it? 

2. What is the best way to avoid it? 

3. When one has it, what does one 
do for cure? 
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The answers to these questions, later 
classified into categories and tabulated, 
comprise the data presented below. 


Beliefs about the cause of smallpox 


As shown in Table 1, the largest pro- 
portion of people (48%) said that the 
cause of smallpox is unknown. The. 
next largest group (20%) attributed the 
disease to supernatural causes. Most of 
the answers in the “ supernatural” cate- 
gory referred to the Goddess Mariathal. 


About 16% of the respondents attributed 
the disease to contact with cases, or with 
households where there were cases. Only 
about 1% mentioned germs. Other 
causes cited were uncleanliness, excess 
heat, bad food or water, and flies. 


In the process of answering this question, 
the respondents generally showed they 
had an idea of the clinical picture of 
smallpox. A common statement was 
that, “ Fever comes for 2 or 3 days, and 
then the smallpox comes ”. 


Table 1 


Villagers’ statements about what is cause of smallpox 


Answer given Number of persons % of persons 
Supernatural agencies ......... 256 20.4 
Contact withcase........ 195 15.6 
Best 61 4.9 
Bad food or water .......... 20 1.6 
Other reasons 24 1.9 
Total number of respondents ..... 1254 * 100.0 


* (Some respondents gave more than 1 answer) 


Beliefs about the prevention of smallpox 


It was remarkable to find, as shown in 
Table 2, that about 38% of the respond- 
ents clearly believed that smallpox cannot 
be prevented, and that another 37% said 
they did not know whether or not it could 
be prevented. Only about 11% mentioned 
vaccination. About 7% mentioned clean- 
liness, 3% mentioned religious ceremonies, 
and a few mentioned various other ways. 


Of those who said smallpox cannot be 
prevented, a small fraction also implied 
that such prevention was impossible 
because the Goddess’ action was unavoid- 
able. On the other hand, among those 
who said smallpox could be prevented 
by various ceremonies, references were 
made to being able to satisfy the Goddess 
in order to avoid smallpox. 
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Table 2 
Villagers’ statements about how to prevent smallpox 


Answer given 


Number of persons % of persons 


Can’t prevent 
Don’t know 
Vaccination 
Cleanliness 
Religious or magic ceremonies 
Isolation 


Other answers 
No reply 


Total number of respondents 


476 38.0 
461 36.8 
135 10.8 
99 7.4 
39 
14 1.1 
12 1.0 
22 1.8 

3 0.2 

1254 * 100.0 


* (Some respondents gave more than 1 answer) 


Beliefs about the cure of smallpox 


It was found that religious ceremonies 
(relating to worship of a diety, through 
prayer and offerings) and magic cere- 
monies (other rituals) were turned to by 
a total of about 54% of the respondents, 
as shown in Table 3. A fairly large pro- 
portion of respondents (23%) said they 
knew of no effective treatment, often 
mentioning that the disease goes away 


by itself. Home remedies were cited 
by about 12%. These remedies largely 
included use of neem or margosa leaves, 
in local applications or baths. 

Although 5% of the respondents men- 
tioned use of allopathic medicine, and 
2 persons mentioned homeopathic medi- 
cine, no mention was made of the usual 
indigenous systems of medicine found in 
this area. 


Table 3 


Villagers’ statements about how to cure smallpox 


Answer given Number of persons % of persons 
Religiousceremony .......... 474 37.8 
Magicceremony ...... 206 16.4 
146 11.6 
Doctor or medicines, allopathic . 64 5.1 
Report to local official .. ....... 11 0.9 
Doctor or medicines, homeopathic. . . . 2 0.2 
Total number of respondents ..... . 1254 * 100.0 


* (Some respondents gave more than | answer) 
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Discussion and rec 


1. The fact that about 75% of the people 
interviewed either did not know how 
small>ox could be prevented, or clearly 
believed it could not be prevented, offers 
ample explanation for many practical 
difficulties encountered in carrying out 
the vaccination programme in this Dis- 
trict. : 


2. Postive factors which support the 
vaccination programme, and which can be 
further built upon, were observed. These 
include : 


a) The ample evidence that the people 
can learn about the value of vaccination. 
There was present a solid minority of 
11% who had already accepted this con- 
cept. 


b) The widespread recognition of small- 
pox as a disease, and as an undesirable 
disease. 


c) The large proportion of people 
who say they don’t know the cause and 
prevention of this disease (and who 
can thus be expected to be more receptive 
to learning than if they firmly held an 
erroneous idea). 


d) Among those who did say they 
knew about these things, there was a 
strong fraction who offerred naturalistic 
or scientific explanations. For example, 
16% recognized the disease is spread 
through contact. A number of other 
environmental explanations were also 
given. Among these persons, other ra- 
tional concepts should be relatively easy 
to introduce. 


3. Among factors which might hinder the 
programme the most important seems to 
be belief in supernatural causation of 
smallpox (20% of the respondents), with 
the probability that this idea is the basis 
for much of the belief that smallpox is 


unpreventable. It would seem unwise 
to oppose directly the strongly fixed 
faith in the Goddess Mariathal. How- 
ever, it was also observed that some of 
those who believe that Mariathal causes 
smallpox also believe that smallpox is 
preventable, and that a means of preven- 
tion is by satisfying the Goddess. This 
suggests that vaccination is potentially 
acceptable by this group, and that accept- 
ance would be facilitated if it was inter- 
preted as satisfying the Goddess. 


4. Factors which may not hinder the pro- 
gramme, and which might be left alone, 
include the following : 


a) There appears to be low acceptance 
of the details of the germ-theory of di- 
sease. However, there is a good start 
towards acceptance of the idea that this 
disease spreads through contact (16%) and 
that vaccination is preventive (11%). 
There is reason to believe acceptance of 
the latter two ideas can spread widely, 
with proper development of the educa- 
tional aspects of the vaccination program- 
me. These ideas are themselves thorough- 
ly scientific, and are adequate for good 
acceptance of vaccination. It has been 
found in the RcA project to be highly 
difficult to bring people in these villages 
to accept detailed knowledge of bacteria, 
viruses, etc. It would therefore seem 
unwise to try to push such detailed con- 
cepts when they are not necessary for 
intelligent action. They may be presented, 
of course, and can be expected to be more 
widely accepted later. But the end of a 
vaccination programme is intelligent ac- 
ceptance, not a great depth of scientific 
knowledge. 


6) For cure of smallpox, after it is 
contracted, there is a great turning towards 
religious or magical help. Education 
directed at this, as part of a routine vacci- 
nation programme, seems probably not 


needed, because of several reasons. If 
the programme is successful, there will 
be no cases. If cases do occur, the solace 
religion brings can be an important part 
of treatment. Also, as medical care 
facilities become more available, it can 
be expected that most cases which occur 
will receive proper medical attention. If 
there is a tendency for people to take a 
sick patient to a shrine, however, this is 
of course a problem which deserves special 
educational attention. 


5. A point of interest to sanitation pro- 
grammes was that about 7 % of the respon- 
dents mentioned uncleanliness in relation 
to cause and to prevention of smallpox. 
This suggests the presence of a tendency 
to attribute disease to uncleanliness. 


6. More study is needed on the effective- 
uess of the application of the lessons deriv- 
ed from this survey, in action programmes. 
Also, there is need for better understand- 
ing of people’s values relating to accept- 
ance of vaccination, of channels of com- 
munication through which ideas about this 
subject can best be introduced, and of 
“ feasibility ” factors such as the months 
of the year when people can best be 
reached by the field programme. 


Summary 


During personal interviews in 1954 
households in Chingleput District, Ma- 
dras, it was found that about 14 of the 


respondents said they didn’t know how 
one gets smallpox, and !/,; said it was 
caused by supernatural agencies, mostly 
the Goddess Mariathal. About ?/, reco- 
gnized that smallpox spreads from other 
cases, and '/, cited other environmental 
factors; 16 persons mentioned germs. 
When asked how to avoid smallpox, 
34 said it was unavoidable or that they 
didn’t know how. About !/, mentioned 
vaccination, and the rest had various 
other ideas. When asked what to do for 
curing the disease, religious or magic 
ceremonies were mentioned by more than 
14 the respondents, no treatment by 
nearly 14, home remedies by 1/,, and 
allopathic doctor by 1/99. 


These findings confirm the impressions 
of health workers in this area that the 
level of knowledge about the usefulness 
of vaccination is very low. It indicates, 
on the other hand, that there is ample 
foundation for improving educational 
aspects of the vaccination programme. 
Basic concepts such as the contagiousness 
of smallpox and the value of vaccination 
are well entrenched among the people, and 
are ready for further spread. Evidence 
from this study suggests that detailed 
knowledge of the germ-theory is not 
necessary for the spread of acceptance of 
vaccination. The findings also suggest 
that, although faith in the Goddess of 
smallpox is strongly fixed among a portion 
of the population, this faith can be com- 
patible with acceptance of vaccination. 


In Mexico an interesting development is taking place in the Uni- 
versities of Vera Cruz and Mexico City where health education is being 
introduced as a normal part of the medical student’s curriculum. It is 
proving popular with the students and is being developed as a discipline 
on its own and at the same time, as an integral part of each of the normal 


subjects studied. 
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Professional training 


Medecine 


and 


the foreman 


How best can health workers 
promote health education in 
industry? One answer is the 
training of ‘“allies’’ on the 
shop floor. This article describes 
in detail a ten-session health 
and safety course given to fore- 
men of 14 firms in Great Britain. 


by T. O. Garland 
and Joan Honey 


If medicine is to make much impact 
on industrial life the doctor and nurse 
must have allies on the shop floor— 
possibly the most important one to 
seek is the foreman. Arising out of a 
discussion one afternoon with members 
of the local branch of the Institute of 
Industrial Supervisers it was agreed to 
attempt a course for foremen on health 
and safety at work. 

So far easy but when to meet? How 
many to accept? What to communicate 
and above all HOW? A. Guinness Ltd. 
offered excellent accommodation, only 14 
firms accepted the invitation to send one 
foreman so that settled that and we 
decided to meet at monthly intervals on 
ten occasions (one year—missing July 
and August) between 2.00 and 5.00 p.m. 


with half an hour’s break for tea at 
3.30 p.m. After the first session papers 
were sent out between each meeting, to 
stimulate ideas, provide records of past . 
meetings and supply material for future 
reference such as the aspects of a particular 
subject. Now for the HOW— 

With a small group, communication 
is probably best achieved by sitting 
round in a _ horse-shoe and allowing 
considerable freedom of discussion. A 
blackboard at the open end of the shoe 
allows a note or two to be recorded 
and held in view. The chief snags to 
avoid are that some energetic extrovert 
doesn’t monopolize the talk on the one 
hand and that some retiring or resentful 
member doesn’t play possum on_ the 
other. Some aptitude for making people 
stick to the subject and bouncing ques- 
tions to and fro is also required by the 
tutor and it is well for him to remember 
that there is much to be learnt as well 
as taught. 


What did they know? 

Early in the first session they were 
each handed a slip of paper with a common 
illness printed on it: bronchitis, heart 
disease, depression, etc., and asked to 
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put them up on the board under one of 

two headings : 

(a) Those diseases likely to be sometimes 
caused or substantially affected by the 
victim’s past working life. 


(b) Those diseases unlikely in any way 


to have been so affected. 

Everyone knows, for instance, or practi- 
cally everyone of foreman status knows, 
that a man may contract a disease called 
silicosis from some sort of dust at work 
(ignorance is rife about which kind 
even among doctors), whereas people 
know haemophilia is not provoked by 
the working way of life. But what 
about bronchitis, or ulcers, or backache, 
or high blood pressure, or ... Wouldn’t 
we all like to know! 

Interest was lively but there was not 
much confidence to start with. Attitude, 
however, changed quickly—clearly the 
hours spent at work have an inevitable 
influence on a person’s health in a more 
complex manner than had at first been 
thought. Members of the class were 
quick to acknowledge the foreman’s 
responsibilities in health matters. Of 
course, he should concern himself with 
safety. “How does he learn? ”—“ He 
picks it up, a good foreman knows. ” 
—“ Very well, what are the points to 
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check about ladders? What’s the com- 
monest hand tool with which a man 
damages his eye? Tell us some of the 
principles for avoiding accidents from 
falls. How should a man lift a box 
weighing 70 lbs?” It is very simple to 
show that even on safety foremen fail 
“to pick up” quickly much that is 
pertinent. 


What should they know? 


Apart from safety, what matters affect- 
ing health should foremen have some 
responsibility for? At this stage the 
argument was hot. Slowly general agree- 
ment was reached that the foremen should 
properly be concerned with and would 
gain by instruction on: 

Machine guards and general safety 
principles. 

Fatigue - posture - push and pull - 
lifting methods - seats. 

Housekeeping - lighting - sanitation - 
temperature and ventilation. 

Methods of supervision - monotony - 
frustration - incentives - hours of work. 

Local exhaust ventilation - control 

of dust and fumes - noise. 
Quite enough for 8 afternoons surely. 
I have said there was general agreement 
and that is true—but here and there 
was a noticeable undercurrent... “ What’s 
it all about? ” 


Safety 

After the introductory session perhaps 
safety was the subject to move to. Details 
don’t matter much, what is important 
is the foreman’s attitude. Is he sympathetic 
and on the side of the angels or not? 
Details were dismissed quickly by asking 
one man to speak for five minutes on 
ladder safety, another for five minutes 
on hand tools and a third on cuts of the 
hand in his factory (canning industry). 
They had all been warned beforehand 
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and did it well. Every man in the class 
had also teen asked to bring along from 
his own working site an unsafe hand tool 
picked up in use—not more than four 
of five fulfilled this assignment. 


It is a very difficult matter to know 
exactly what the attitude to safety should 
be. “Safety first” as a slogan is out 
of date and if it was ever adopted socially 
it could te disastrous. Research on 
space travel would come to an end— 
there would be no firemen, no life-boat 
volunteers and no pilots for jet planes. 

The difficulty in the factory is to draw 
the distinction tetween courage of the 
adventurous type which is so enriching 
of life and mere foolhardiness. Some 
tisk and excitement should remain but 
not careless indifference to others’ safety 
or immature neglect of self. One can 
talk about this all day especially around 
the word excitement and such talk does 
help enormously to crystalize attitude. 
Lots of higly important things are, 
however, known about accidents which 
should te passed on to foremen—their 
relation to fatigue and environmental 
factors for example. Accident proneness 
is worth airing too. Above all the foreman 
must have a policy about his own safety 


discipline and what he intends to impose. 


on his workmen. 


We asked one man to act out with 
another a situation in which a foreman 
finds a skilled man on a job known to be 
dangerous to the eyes who was not wearing 
his goggles. The man under reproof was 
witty, truculent, and unabashed but the 
class were not amused, obviously identify- 
ing themselves. Criticism of the repri- 
manding foreman was eager and construc- 


tive. Measures advocated ranged from . 


the big stick to gentle reasoning. It 
was generally agreed that a foreman needs 
to be prepared for a situation of this 
kind: “It’s a further hazard to distract 


The hours spent at work have an inevitable 
effect on a person’s health 


a man already working dangerously ”"— 
“You must be careful not to be forced 
to go further than you had intended in 
starting the discussion. ” 


Fatigue 

The third meeting was given over to 
fatigue which I still regard as the main 
problem of all working situations even 
though it is fashionable to say half 


' seriously that nobody works hard enough 


to be tired any longer. Fatigue is a 
particularly hard subject to discuss because 
one can’t easily define what is meant. 
Why does a school boy feel so terribly 
tired after a dull sermon but not after a 
football game lasting three times as long? 
All the same, feeling “dead beat”, 
“fagged out”, “all in” rings a bell for 
everyone even if we can’t communicate 
exactly what it is physiologically. 

What is always of interest is to discuss 
how an intelligent person can avoid 
or combat this feeling. Boredom, frustra- 
tion, lack of rhythm, physical weariness 
were ali suggested as contributory factors 
to a foreman feeling “done in”. The 
word frustration met with the sharpest 
response and something profitable came 
out of the debate as to whether one can 
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learn to accept it and thereby escape the 
undue stress produced. Reactions of 
drivers caught in a traffic jam were 
instanced. There was much disagreement 
on how far fatigue could be avoided but 
it was agreed that the foreman who 
didn’t understand or bother about his 
own fatigue was in no position to help 
his workmen. 

There is extraordinarily little knowledge 
about how to use our muscles correctly 
during physical effort. I have found 
just as many foremen assert you must 
keep your feet together when lifting for 
example as declare you must keep them 
apart, and having spent many hours 
listening to various people from Olympic 
weight lifters—M.R.C. research workers 
—physical educationists—perfect body 
builders and Covent Garden porters, 
I am only a little wiser myself. But there 
is a lot to be learnt about lifting somewhere. 

There is one common physical error 
which can often be corrected by a foreman, 
namely the practice of using one side of 
the body continuously on some repetitive 
job when the load can perfectly well 
be shared by both sides. As a piece 
of homework they were all asked to find 
out whether their paper boy or postman 
always carried his load on the same 
shoulder. 


Industrial psychology 


Personally I enjoyed most the meeting 
on industrial psychology though often 
enough I don’t understand in what 
sense the term is used. We suggested the 
subject concerned human relationships 
and working conditions in so far as they 
determine the success or failure of a 
factory as a working community. 

In a written communication the class 
had been asked to consider whether 
they agreed with an American Industrial 
Psychology Research Team who had 
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drawn up what they termed the five 
dimensions of foremanship, namely :— 

Be general in supervision—not partic- 
ular. 

Exert low pressure. 

Be employee centred not production 
centred. 

Be democratic in outlook. 

Don’t run your department on fear of 
punishement. 

It may have been something to do with 
the smallness of the attendance on this 
occasion that the talk was so sincere and 
intimate or it may have been something 
that was said about the father—son/ 
daughter situation which every foreman 
to some extent lives out, consciously 
or unconsciously. 

There were two good film strips shown. 
One entitled, “Good Manners Matter ” 
asks viewers at the end to criticise what 
has been shown in a reprimand situation. 
Rather surprisingly this particular group 
came to an almost unanimous decision 
finally,, though not without a longish 
debate! that the foreman had no alternative 
but to apologize. The second film strip 
entitled, “ The Awkward Customer ” deals 
with a foreman who finds himself in a 
conflict between safety and production. 
There was no disagreement about the 
main conclusion that a target that can 
only be produced by unsafe working 
methods, needs adjusting. 

After tea two common absentee situa- 
tions were acted out. In the first the 
foreman was asked to interview a one-day 
absentee “off sick” but who had in 
fact been to watch the “Spurs”. The 
class seemed very ready to declare that 
a gentleman’s agreement was possible and 
frequently adopted. Personal experiences 
were freely quoted. The second situation 
concerned a woman absent with nervous 
disability ostensibly caused by her job but 
really due to worry about leaving her child. 
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First aid 


First aid is somewhat banal after this 
sort of thing, yet the foreman’s attitude 
to first aid, even if he doesn’t know any, 
is often the decisive factor as to whether 

‘minor abrasions receive any attention 
or not. Is he going to support the first 
aider or even the idea of having a first 
aider at all? There is also always the 
possibility, however remote, that as the 
leader on the shop floor he may one day 
have to handle a serious accident situation. 

A trained nurse demonstrated a simple 
dressing for a cut finger—an everyday 
occurrence in many factories. It is obvious 
to the most obstinate that some training 
is required to do this with a technique 
that pays even slight attention to principles 
of sterility. Well, who should be trained? 
A foreman? Someone from the office? 
A labourer? A skilled machine operator? 
—“Does it really matter much? ”— 
“ Can’t get anyone usually ”"—“ How shall 
we encourage volunteers? ” 

However these questions be answered 
the foreman must know and approve. 

Over tea they were told that we would 
talk about the more gruesome side 
afterwards and one of them could take 
charge of a mocked-up serious accident. 
The serious accident seems at first to be 
mere horror but it is dangerous to become 
frozen stiff—someone must do something. 
Strangely there is often a positive side 
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even for the principle sufferer. It is well 
to stress this aspect. 


We showed about eight slides of serious 
factory accidents. During the 15 minutes 
the slides were shown and discussed, two 
members of Casualties Union were prepar- 
ing themselves and their props behind 
screens. They staged an incident where 
an electrician was electrocuted and the 
glass lamp he was repairing fell with him 
on top of the man at the foot of the 
ladder. Both were badly injured and cut, 
a large splinter of glass entering the 
palm of one of their hands. The crash 
was the signal for the screens to be 
removed and the foreman to take over, 
the class acting as fellow workers crowding 
in on the scene. Owing to the realism and 
skill of the mock-up in the first place, 
and to the co-operation of the class in 
the second, the whole drama was extremely 
tense and realistic. Later we were able 
to draw certain conclusions on behaviour 
and sequence of actions which should 
follow such an incident. It is very hard 
to teach correctly about such matters. 
No-one is really experienced in the serious 
accident situation. 

While it is rare for foremen to deal 
with a serious accident it is extremely 
common for them to be in charge of men 
whose health can be affected by dust and 
fume—probably not acutely, but to some 
extent over 30 years of working life. 


Lift by stages 
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If one set out to find the first priority 
for a healthy working life, a strong 
case could be made for air to breathe 
that is not contaminated. 


Ventilation 


We had a meeting, therefore, on ventila- 
tion, giving over the first part to general 
ventilation in relation to air movement, 
temperature and humidity and how all 
three affect physical efficiency. The diffi- 
culty with a subject like this is to provoke 
discussion, and in fact, we didn’t achieve 
much success—the afternoon developing 
more or less into straight out lecturing. 
There’s so much ignorance and confusion 
about the whole subject. Enormous 
emotional tension is aroused over some- 
thing called a “ draught ”. I have known 
a spray painter who refused to work 
when there was an air movement past 
him of 160 ft. per min., yet that was his 
safeguard. Workers will complain of air 
movement of much lower velocity in 
other parts of a factory, yet while walking 
they will create an air movement of 300 
ft. per min. past their bodies and sit 
or stand quite happily at a football 
match with cold air buffeting them at 
1,000 ft. or more per min. Any discussions 
around draughts and air movement and 
comfort at least do something towards 
increasing understanding on the part 
of the foremen. 

Local exhaust ventilation also calls for 
better understanding. One of the explana- 
tions why the principles concerned with 
trapping dust and fume at their source 
are so badly observed is that people get 
extremely irritated about fussy detail and 
tedious discipline. This can only be 
overcome when the reason for it all is 
understood thoroughly—at least by the 
foremen. Fans and ducts must be main- 
tained efficiently, sometimes it even matters 
how a man puts down a sack, or tops 


up a bag, or takes the lid off a barrel. 
Many slides were shown at this meeting 
illustrating scenes from a score of small 
factories. 


Care of the eyes at work 


There are parts of the body so often 
injured that it is always worth a session 
on how to safeguard that particular part 
as against the person as a whole. Eyes 
have an appeal because one can play 
on the emotions aroused by the thought 
of pain and blindness. Each member 
of the class knew someone whose eyes 
had been damaged at work and we were 
able to make up the usual list of eye 
hazards—various dusts—flying particles 
of wood, steel, glass—chemical and 
moulten metal splashes—heat and light 
radiation—horse-play. From there we 
went on to discuss the physical conditions 
necessary for sight at all—illumination— 
colour contrast—size of object—time 
object on view. We showed a film which 


Who should be trained in first aid? The 
foreman? Someone from the office? A 
labourer ? 
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provoked a discussion on how to com- 
municate the idea of eye care to workers 
and brought us back to the usual tangles 
about discipline and efficiency and resist- 
ance to change. 

It seemed important to convince the 
foremen that the range of eye protection 
equipment to-day is very extensive and 
can be worn with comfort if attention is 
paid to maintenance—so many samples 
of goggles were there to be handled, 
with prices and maker’s names attached. 
“Let a man choose his own goggles; 
even if they are not the best he’ll wear 
them ” was one comment. 


Dangerous materials 


So many dangerous substances are 
used in industry that it is hard to decide 
which to dwell on in any course. Large 
volumes of carbon dioxide are generated 
in the brewery where we met and under 
the guidance of a chemist the group 
investigated the precautions taken against 
this gas. Afterwards we drew up four 
principles which could be applied not 
only to CO, but to many other dangerous 
materials : 

(1) A test for danger needs devising and 
the simpler the better. 

(2) The man on the job should understand 
the test. 

(3) Emergency drill should be rehearsed. 

(4) Responsibility for safety should be 
clearly defined and allocated. 

A local fire prevention officer listening 
in before speaking to us about fires on 
industrial premises said later that the 
discussion and conclusions would have 
applied very well to fire prevention too. 

After hearing some sound advice about 
lessening fire risk in factories members 
were asked to name dangerous substances 
they had worked with. The law and its 
observance in regard to labelling soon 
came in for close attention and from there 


the talk went easily on to how much 
workers should be told about the dangers 
of something they handle. We had 
already agreed that understanding was 
necessary for observance of discipline 
but this soon landed us in the vexed 
question of “‘danger money”. Whether 
paid or just honoured for the danger he 
faced, it was generally agreed that any 
worker should be told as much about any 
hazard as he could be expected to under- 
stand. 


Care of the feet, hands and skin 


Very often the discipline required of 
workers to escape ill effects from poisonous 
materials involves wearing special clothing 
—helmets, gloves, boots, masks and so 
on. This extra burden is nearly always 
something of an imposition and therefore 
every opportunity should be given to 
suit individual taste. Our meeting on care 
of feet, hands and skin, therefore, included 
a fairly extensive display of protective 
clothing, barrier creams and skin cleansers. 

There are a good many bogies about the 
word dermatitis—for one thing nearly 
all the class thought the word signified 
an infectious or at least a contagious 
disease. The problem of how to clean 
the skin arises in scores of jobs—a garage 
mechanic is a common one, a painter 
another. Foremen are surprised to dis- 
cover that it matters how hands are 
cleaned and it may even be something 
that needs to be taught to workers. 

There is a good film made by the Shell 
Company called, “ Dressed for the Part ”. 
We showed this and another (No. 5 in 
the “ Accidents Don’t Happen” series) 
both of which were well received. Finally 
there was a display of common skin 
irritants and degreasers met with at work. 

Our last session was rather more of 
a social gathering. Guinness who had 
been so generous throughout the course 
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invited us all to lunch and then conducted 
us over the brewery. After tea we met 
to make an assessment of the value and 
limitations of the course. 


Evaluation of the course 


From the tutor’s angle the course did 
much to justify the original concept 
that the foreman will play a key role in 
any health and.safety problem whether he 
does so consciously or not. Obviously 
if he understands his role and co-operates 
with the doctor and nurse so much the 
better. For real success, of course, 
management must support the doctor in 
any effort he may make towards a closer 
partnership with foremen. 

_ In big concerns communication seems 
to become blocked very frequently. In 
the smaller ones there is no time for 
health and safety refinements. These two 
words, “communication” and “time” 
cropped up in our discussions again and 
again. In a sense the whole course was an 
essay in communication and the many 
firms invited to send a student who did 
not accept the invitation usually based 
their decision on time values. 

Meeting at monthly intervals is maybe 
too long between sessions—to some 
extent the gap was bridged by correspond- 
ence. It is less of a strain on those who 
prepare the material, however, if the gap 
is longer than a week. The learning 
process necessitates repetition and by 
sending out documents before and after 
meetings this hammering is achieved 
provided of course the class reads them. 

Undoubtedly the tea interval is partic- 
ularly important—it breaks the physical 
strain of sitting for a long time but above 
all it allows the general buzz. Conversa- 
tion always continued on the businses 
in hand and was brisk and intimate. 

It is necessary to involve a class emo- 
tionally if good results are to be obtained. 
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Acting scenes helps here, so does laughter 
in a film. Several of the class said they 
would have appreciated more demands 
made on them to prepare personal 
contributions on a particular subject. 
Otherwise comment fromr members on 
the whole was very favourable. For 
example : 


“We've discussed much that we'd 
never have thought of. There’s so much 
routine in a foreman’s job. You tend 
not to think outside it. ” 

“T’ve had the incentive to try to 
improve my knowledge with my own 
actions. ” 

“I can’t criticise this course. The first 
four sessions broke down my compla- 
cency. ” 

“ There’s things we won’t ever forget. 
That quarter of an hour’s staged accident 
will stay all my life. ” 

“Tt’s made us more aware of the 
side of the medical profession in industry. ” 

“Even if you plant a doubt you’ve 
achieved something. ” 

“Unless improvements involve big 
expenditure you should tackle them 
yourself. ” 


While most of the class felt better 
informed, by no means all of them were 
certain they could make full use of their 
extra knowledge, and one or two even 
foresaw an extra sense of frustration as 
a possible outcome particularly as their 
managements in their opinion were not 
very interested. Our last discussion was 
around this point—all men of ideas 
inevitably suffer frustration—the more 
senior an executive the greater is likely 
to be his burden in this respect and he 
must learn to cope with it. Frustration, 
however, is never absolute. The majority 
agreed with the member who declared; 
“On 90% of what I’ve heard I can do 
something myself ”. 
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Methodology 


A flannelgraph-quiz 


One of the tasks of the Czechoslovak 
Institute for Health Education in Prague 
is to test the efficacity of new and less 
common means of health education. 
One of these is a flannelgraph-quiz. 

There are three basic approaches : 


The quizzes: The subject to be discussed 
is presented to the audience in the form 
of quizzes. For instance, we want to tell 
children that vitamin C in fruit and vege- 
tables helps to protect them against 
infections, diseases and fatigue among 
other things. We do not present this 
fact to the children as a mere statement. 
Instead we give them a puzzle (quiz), 
such as: “ John kept on being very tired 
this spring. What was the reason, do 
you think?” The participants thus have 
to follow carefully the subject under discus- 
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sion, to consider the problem and express 
their own views. The health worker has 
the opportunity to detect to a certain 
extent the standard of knowledge of his 
audience, prevailing prejudices and super- 
Stitions and is able to refute incorrect 
views. He can base his subsequent talk 
on the shortcomings thus revealed. In the 
course of the quiz, a group discussion 
develops in which the health worker 
intentionally provokes the participants to 
more intense thinking and other activities. 


The contests: Quizzes on the same subject 
(nutrition in our case) are put alternately 


Which is the correct slogan and why? 
Such is the problem which this charming 
Czech schoolgirl is trying to solve 
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to two contesting groups. The groups 
may take turns and thus several groups 
can participate successively. It happens 
that none of the contesting groups gives 
the correct answer; members of the au- 
dience are then invited to express their 
opinion and it is possible to promote par- 
ticipation even among those who are not 
taking part in the contest. 


The flannelgraph-quiz: The person in 
charge of the contest puts the question 
in such a way as to elucidate an idea of the 
problem by means of a picture or pictures 
stuck to the flannelgraph. 


Flannelgraph-quizzes have been tested 
with groups of children aged 7-13 years. 
Sometimes these groups only include 
eight children, on other occasions as 
many as 45. We usually use twelve 
basic questions to which we add, according 
to the situation, some improvised ones. We 
invite as a rule three boys and three girls. 
(When there are only few children, we 
divide the audience in two groups and 
organize a contest). Both groups are 
seated on chairs in front of the audience, 
the two groups facing each other. If the 
contest takes place in a class room, the 
contesting groups sit on the first two 
benches. 

We explain first that each group will 
be asked two questions alternately. The 
groups then discuss the problem (collec- 
tive decision) and select one of their 
members to go and solve the problem on 
the flannelgraph. For a completely cor- 
rect answer the group is awarded three 
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points, for an incompletely correct answer 


two points, for a partly correct answer 


one point, and nothing for a wrong answer. 

The number of points gained for every - 
quiz is put down on a blackboard so that 
the entire audience can follow all the time. 
Finally the points are added. The orga- 
nizer of the quiz announces the winner, 
awards the prizes (usually small school 
utensils with health educational slogans : 
a time-table, a ruler, etc.). Participants 
who did not win, receive consolation 
prizes. Health education material is also 
distributed to those who did not partici- 
pate in the contest. 

As far as the content of the quizzes is 
concerned, we have selected the subject 
of correct nutrition. As a basis, we use 
the syllabus up to the fifth form, i.e. 
material with which the children are al- 
ready acquainted. We supplement the 
quizzes, however, by some questions on 
problems the children have not been taught 
in school. We also take into account the 
contents of the health education program- 
me carried out at that moment by health 


Why did John recover ? 
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workers as well as the intelligence of the 
children and the problems which are of 
significance and interest to them. 

Some questions are expressed in the 
form of human interest stories from 
distant countries. For example: “In 
Africa two tribes live next to each other, 
the Kikui and the Massai. The Kikui 
are much smaller than the Massai. What 
do you think is the reason?” This quiz 
gives the opportunity to explain to the 
children the influence of protein on growth. 

Some questions are intentionally easier, 
others more difficult. The purpose of the 
questions is to emphasize the importance 
of correct nutrition, to give the children a 
few hints on proper ways of handling food 
and to promote real interest in nutrition. 

We tested several types of quizzes : 


a) Quizzes where the lecturer gives a single 
illustration of the problem by placing a 
picture or drawing on the flannelgraph. 
The picture remains before the eyes of the 
contesting groups and of the audience 
throughout the guessing; it is only removed 
after the quiz has been solved. We 
show for example a picture of Eva eating 
a slice of bread; we do not know what 
the spreading is: butter or dripping. 
Which is best for her: dripping or butter? 
This offers an opportunity to explain the 
nutritive value of butter. 


b) Quizzes where several pictures are 
successively fixed on the flannelgraph 
as the lecturer explains the quiz: “ On an 
island there lived some small wild horses. 
Men came, and took them to the continent. 
They wanted to sell them as live toys for 
children. What happened? After many 
years the small horses grew and reached 
the size of normal full-size horses. Why?” 
When telling about the small horses there 
is a picture of a small horse on the flannel- 
graph. When mentioning the full-size 
horses, there is a picture of a large horse. 


c) Quizzes where the lecturer places a pic- 
ture on the flannelgraph as he puts the 
question to the audience and a second or 
more pictures when the problem has been 
solved. For example: “ Many years ago 
a three-master was sailing in the southern 
seas. The ship got stuck in the ice and 
had to stay for the winter. Soon the 
entire crew fell sick. The sailors had 
swollen gums, their teeth became loose, 
they were tired and hardly able to move. 
Why did they fall ill?” When talking 
about the ship in the frozen sea, a picture 
is placed on the flannelgraph; when the 
explanation is given, i.e. “ their condition 
was due to the monotonous tinned food ”, 
a picture of a pile of tins is used. 


d) Quizzes where the lecturer places pic- 
tures on the flannelgraph as he explains 
the quiz while other illustrations are plac- 
ed by the participants to solve the problem. 


e) Quizzes where children themselves place 
all the pictures on the flannelgraph and 
thus solve the quiz. 


Let me quote another example : “ Mary 
fetches a bottle of milk from the dairy. 
She wonders whether she should put it on 
the window-sill or in the larder. What is 
the correct decision?” When asking the 
question the lecturer sticks the picture 
of a window and the picture of a larder 
onthe flannelgraph. The contesting group 
is asked to consult on the correct answer. 
The spokesman of the group then receives 
the picture of a bottle of milk and fixes it 
on the flannelgraph, either on the window 
or inthe larder. This quiz gives an oppor- 
tunity to explain to the children that not 
only heat but also light has an adverse 
effect on milk and some other food- 
stuffs. 

In this method, the spoken word is the 
real channel for health education : the 
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International reports 


panorama 


Joint WHO/UNESCO Expert Committee on teacher 
preparation for health education 


The WHO Executive Board, at its recent 25th session held in Geneva, 
Switzerland, authorized the publication of the report of the Joint 
WHO/UNESCO Expert Committee on Teacher Preparation for Health 
Education. This Committee was held in Geneva from 2-7 November 
1959. P 

The Membership included outstanding leaders from various fields 
of education and public health from countries such as Australia, Ceylon, 
France, Panama, Switzerland, Yugoslavia, the United Kingdom and 
the United States of America. A representative from the Food and Agri- 
culture Organization of the United Nations participated in the discussion 
and members of the Secretariats of both UNESCO and WHO assisted 
the Committee in its work. 

The report will be published in English, French and Spanish, and it 
is expected that it will become available for purchase and distribution 
in two or three months. 

The Committee recognized that it was not possible to prepare a 
standard programme for teacher preparation for health education for 
use internationally since detailed and specific plans must be made 
nationally or locally in accordance with the particular needs, resources, 
and the available technical services. This report deals with the prepa- 
ration of the great body of elementary and secondary school teachers 
for their part in the health education aspects of school programmes. 
It includes guiding principles and suggestions on the following: (1) 
the objectives and the teacher’s part in health education with school-age 
children and youth; (2) what the school teacher needs to know in this 
sphere; (3) suggested learning experiences in health education during 
pre-service and in-service preparation; and (4) some of the factors to 
be considered in systematic planning, organization and conduct of 
teacher preparation for health education. 

The Committee stressed that education in health matters takes 
place through all the experiences of an individual which influence his 
habits, attitudes and knowledge relating to personal and community 
health. Therefore, the preparation of teachers for health education 
takes place not only through the courses of instruction which he receives, 
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but also through his contact with student health services, through his 
daily experiences in the teacher training institution and the surrounding 
communities, and through his experience in practice teaching. 

The growing tendency for education authorities to look to health 
authorities and closely related agencies for co-operation and assistance 
in the planning and conduct of health education training for teachers 
was commended by the Committee. 

In conclusion, suggestions are made in the final section of the 
report regarding some of the ways in which further improvements in 
teacher preparation in this sphere may be achieved in accordance with 
available personnel and resources from national and international 
sources. 


Symposium on education and training in nutrition 


This was sponsored jointly by the European Office of WHO and the 
Food and Agriculture Organization of the United Nations. It was 
held in Bad Homburg, Germany from 2-11 December. There were 
participants from 22 countries. 

The extent of the nutrition problem in Europe was shown to be still 
considerable and presented challenge. The dieticians, nutritionists, 
physicians, nurses, public health officials, educationists, economists 
and agronomists who were present, recognized that part of the solution 
depended on their efforts to persuade governments towards sounder 
agriculture and food policies, and also in educating their own professions 
and the public to a higher level in the appreciation of nutrition as a 
factor in health. 

The conference worked out in some detail the professional training 
required by all the people concerned with teaching students about 
nutrition and with making programmes for more educational contact 
with the public on food and nutrition questions: The report will be 
published jointly by FAO and WHO early in 1960. 


New protein food in Guatemala 


In Guatemala, the Instituto de Nutricion de Centro America y 
Panama (INCAP) has developed a new protein food for infants and 
adults. It is a powder made from local vegetable proteins, carefully 
balanced to produce a mixture which is nutritionally as good as milk 
and approximately a quarter of the price. From the health education 
point of view, this food displays clearly certain principles which should 
be observed whenever a new food is being planned to meet a local need. 
Acceptance of a new food depends on its involving a minimum change 
of food habits. It should therefore resemble closely existing foods in 
taste, consistency and behaviour in cooking. The ingredients should 
be locally produced. It requires prestige and the price should not be 
greater than its existing rivals. 
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In Guatemala, the popular drink for adults and infants is a thin 
gruel made of maize flour, called atole. This is drunk two or three 
times each day and is served in the home, at bars, in markets and other 
places. The new food, “ mixture 9”, approximates very closely in 
all respects to atole, but in addition the flour can be used for making 
biscuits, thickening for soups, and has a rather better flavour. Its 
popularity on trials and its effectiveness in combating infant malnutri- 
tion have been demonstrated. It should do much to improve the nutri- 
tional standard of Guatemala. 


50,000 volunteers back Mexico’s malaria 
eradication programme 


_In the malaria eradication work in Mexico, some 50,000 volunteers 
have been recruited, particularly to carry out “ surveillance ” activities. 
Surveillance consists of taking blood samples from any member of the 
village community who has fever and sending them to the laboratory. 
Such a local volunteer may be a teacher, the mayor, a shop-keeper, 
or a family physician. They are given brief instruction in the techniques 
required and are kept well informed on the etiology of the disease and 
the course of the campaign. One of their duties is to make them- 
selves known as centres of information and to enlist the co-operation 
of the population in the various preventive measures being used. One 
such volunteer, a schoolteacher in a remote mountain area, walks for 
two days to bring his slides to the nearest post-office. Without this 
keen group of volunteer educators, malaria eradication and the difficult 
operations of surveillance would be almost impossible as the cost would 
be prohibitive. 


Control of infectious diseases though vaccination 


Thirty-three countries sent representatives to the Regional Confe- 
rence organized on this subject in Rabat, Morocco, 23-31 October, 
by the European Office of WHO. 

The Conference reviewed present practice and problems and stressed 
that receptivity by the public is essential for the successful planning 
and execution of immunization schedules, particularly for the coopera- 
tion of parents in bringing their children for repeated inoculations. 
The general aim must be to immunize a sufficiently high proportion 
of the susceptible community so as to effectively reduce the incidence of 
communicable diseases. 

Two vaccination schedules were suggested (a) for countries with 
well developed medical services, and (b) for countries with inadequate 
medical services, to cover smallpox, diphtheria, pertussis, tetanus and 
poliomyelitis. Several countries have already announced that they 
have adopted these schedules. 


| 
a4 


National reports 


Burma stresses 
need for training 


by U Kyaw Myint 


In 1960, Burma’s National Health 
Education Bureau will mark its eighth year 
of activity. Since it was created in 1952 
as part of the Directorate of Health 
Services, it has been headed by a national 
health education officer. At first, the 
post of “ hygiene publicity officer ” esta- 
blished in 1927 was continued, but this 
function has now been taken over by the 
Bureau. In order to develop health 
education on a country-wide basis, twenty 
health workers selected among public 
health inspectors, were assigned to the 
Bureau as health education assistants 
and worked at the district level. Their 
initial training in health education lasted 
six months. In 1955, with the support of 
the Technical Cooperation Assistance, 
it was envisaged to have at least one 
assistant health educator assigned to 
each of the 35 districts of the country. 
However for several reasons, this was 
not possible. 

The assistant health educators, of which 
there are at present ten, are encouraged to 
collaborate with the local leadership 
and to work closely both with health 
personnel and other technicians, especially 
mass education workers, in planning 
and carrying out programmes to improve 


school and community health standards. 
A specific example of cooperation between 
assistant health educators and mass 
education workers is the joint creation 
of health committees for the general 
purpose of improving environmental sani- 
tation. The cleanliness campaign, laun- 
ched with the setting up of village health 
councils, was a success. Other health 
education activities at the district level 
have taken the form of village education 
programmes aimed at getting the people 
to use the health centre not only as a 
place to come for medicine but as a 
place to discuss personal and community 
health problems. 

School health education and the organ- 
izing of school health committees as 
well as school health clubs have been 
promoted in every district where there is 
an assistant health educator. One of the 
long-range objectives of the Bureau in 
school health education is to arrange in- 


U Kyaw Myint, C.P.H., M.R.S.H., is the 
Senior Health Education Officer of Burma’s 
Health Education Bureau. He is also a part- 
time lecturer in health education at the School 
of Health assistants, and Secretary of the 
Health and Physical Education Association of 
the Union of Burma. As a World Health 
Organization fellow, he undertook in 1957 
post graduate studies in health education at the 
University of North Carolina, in the United 
States. 
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service training for all teachers in the 
major districts. 

Limitations in personnel and other 
resources for developing the school health 
education programme are _ recognized; 
yet we are progressing year by year and 
, foresee opportunity for greater service. 

.{Recently, steps have been taken to set 
iup a joint committee on health education, 

with representatives from the Directo- 

;tate of Health, the Education Depart- 
‘ment, the Voluntary Community Organi- 
zation and the Mass Education Council. 
This committee is entrusted with finding 
ways and means of integrating and imple- 
menting health education in the school 
curriculum. 

With the assistance of a WHO health 
education specialist, training has been 
a major activity of the Bureau. Training 
courses varying in content and length 
are conducted for different categories of 
personnel, i.e. medical students, health 
visitors, nurses, midwives, assistant health 
Officers, public health assistants, etc. 

Exhibitions and special health campaigns 
are part of the general activities carried 
out by the Bureau, which includes a 
Production Section and a Methods and 
Media Section. Most of the health 
education material for Burma is thus 
produced by the Bureau. Great stress 
is laid on the production of simple, 
inexpensive visual aids. The Bureau 
will shortly operate its own silk screen 
printing plant. All photography work is 
handled by two professional photographers. 
Many films slides have been produced 


and a start has been made on simple 
film strip production. The Bureau has a 
film library with some 200 films. The ref- 
erence library consists of over 1,000 books 
and is available not only to the health staff 
but to all others interested in the subject. 

Health education is a part of the total 
public health programme and is considered 
as a joint responsibility of all health divi- 
sions or sections within the Directorate of 
Health. Informing the public is not 
enough—education means change; the 
simple imparting of facts does not effec- 
tively lead to change in behaviour or 
attitude. Hence, health education must 
be understood as much more than an 
informational procedure. If we are to 
assess our efforts and accomplishments at 
the end of a given period, we must be 
keenly aware of the need for careful 
planning and choosing what actions are 
to be taken to achieve the right goals. 
In ovr desire for results we often lose 
sight of the methods to be employed in 
carrying out a programme. Yet in health 
education, ends and means are inseparable. 

It may perhaps be difficult to sort out 
the actual results of health education 
activities. However, it is recognized 
that overall efforts have borne fruit, 
judging from the fact that more people 
come to the clinics and are keen to use 
the health services, that more calls are 
made on trained midwives, that increased 
demands for health services are made 
and that more articles and reports on 
health activities appear more frequently 
in local newspapers. 


At its 87th Annual Meeting, 19-23 October 1959, The American 


Public Health Association voted a resolution pledging support of 
cooperative international activities for health education and commended 
the American National Council for Health Education of the Public 
“for its leadership in providing a bridge between non-governmental, 
voluntary, and professional groups in the United States of America 
and the voluntary groups on other nations in matters of health education 


of the public ”. 
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books 


Personal and Community Health 


by Clair E. Turner; The C.V. Mosby Com- 
pany, 3207 Washington Boulevard, St. 
Louis 3, Mo., USA; 446 pages; 200 illus- 
trations including 8 in full colour; 1959; 
price $5.50. 


On its attractively bound cover, this book 
proudly carries “ 11th Edition”. Can there 
be any better comment? For 35 years, the 
successive editions of this book—planned 
for the various college-level groups—have 
helped students to extend and _ logically 
organize their health knowledge. It has also 
assisted public health workers and teachers 
in transmitting to the public an accurate, 
attractive and easily understood message of 
health. The 11th edition adds considerable 
new material on smoking, cancer, alcohol, 
radioactive fallout, mental health and popu- 
lation growth to the already extensive cover- 
age of health topics contained in previous 
editions. Particularly helpful are the discus- 
sion questions at the end of each chapter and 
the glossary of terms. 

Based on the author’s many years of health 
instruction, this outstanding text seeks, and 
succeeds in presenting “ a body of knowledge 
from the biological and social sciences which 
is essential for sound decisions in health main- 
tenance, conducive to a proper sense of health 
values, and worthy of a place in today’s 
college curriculum.” 


Education sanitaire 


by Jules Gilbert, Masson & Cie, 120 Boule- 
vard St. Germain, Paris 6°; 1959; 254 pages; 
French. 


This is a most welcome addition to the 
French-language manuals on health education. 
It is a complete guide on principles, methods 
and means of health education, which all 
health workers will want to consult. The 
following list of chapter headings will give 
a general idea of the scope of this work: 
reflexions on pedagogy; reflexions on psycho- 
logy; who is responsible; the health educator; 
health education in the school; individual 
health education; public relations and public 
health; group and community health educa- 
tion; methods of work; adaptation; coordina- 
tion; evaluation; health education in action. 


The second part of the volume is devoted 
to health education techniques: lectures, 
printed materials, visual materials, films, exhi- 
bits, press, radio, TV and teaching aids. 


This work, based on 15 years of study, prac- 
tice, research and teaching in health education 
is more particularly aimed at the health 
workers who have not had special training 
in health education. 


Report on the WHO Technical Discussions 
on Health Education of the Public 


issued by the World Health Organization, 
World Headquarters, Geneva; 16 pages, 
English, French and Spanish; available 
free of charge; can be obtained from the 
Editorial offices of the International Journal 
of Health Education, 3 rue Viollier, Geneva, 
Switzerland. 


The report of the World Health Assembly 
Technical Discussions on health education of 
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the public, held in May 1959 in Geneva, is 
now available in reprint form. It was origi- 
nally published in the Chronicle of the World 
Health Organization in its July/August 1959 
issue. 

This report highlights the main conclusions 
resulting from the two-day discussions held 
at plenary sessions and in small groups. The 
main features include: the importance of 
detailed, specific, yet flexible planning of the 
educational aspects of any health programme; 
the important role in health education of doc- 
tors, nurses, mid-wives, social workers, sani- 
tarians, teachers and all others in frequent 
contact with the public; the need for basic 
preparation as well as in-service training in 
health education for all such workers if they 
are to discharge their role successfully; the 
progress being made in health education train- 
ing of medical and paramedical personnel des- 
pite the difficulties involved; the role of the 
health education specialist; the need for a 
great increase in research efforts in health edu- 
cation; the task of the World Health Organi- 
zation in providing leadership in health edu- 
cation research; the value of consulting social 
scientists and using their research findings 
in health education programmes. 


Health Education Monographs 


Society of Public Health Educators, Office 
of Monograph Committee, 121 East 11th 
Street, Oakland 6, California; Monographs 
Numbers 4, 5 and 6; 1959. 


These three new Monographs contain 
stimulating material on health education. 

In Monograph Number 4, Dr. William 
Griffiths of the University of California pre- 
sents an interesting analysis of the attitude 
of various health workers towards community 
development programmes being carried out 
all over the world under the auspices of the 
International Cooperation Administration. 

In Monograph Number 5, Dr. Cora Du- 
Bois of Harvard University and Radcliff 
College, reconciles the theories of anthropo- 
logists, sociologists and psychologists as 
they relate to socio-cultural change. Also 
in Monograph Number 5 is an appraisal 
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of operational research in health education 
by Dr. Kenneth D. Benne of Boston Univer- 
sity. 


The last Monograph, Number 6, contains 
three interesting articles: ‘“ Motivation— 
Some Basic Psychological Issues” by Dr. 
Richard S. Lazarus, University of California; 
“ Motivation: in Small Groups” by Dr. 
Edmund H. Volkart of Stanford Univer- 
sity; and “ Power and Participation in the 
Local Community ” by Dr. William Korn- 
hauser also of the University of California. 


Beginning in 1960, Health Education Mono- 
graphs will be published on a quarterly basis. 
Subscription price : $3.00 per year. 


P. H.R. 


Preventive Medicine 


by Herman F. Hilleboe and Granville 
W. Larimore; Saunders, Philadelphia; 1959, 
731 pp., $12.00. 


This book organizes the field of preventive 
medicine into two clearly defined areas, 
(1) preventing of occurrence of disease and 
(2) preventing progression after disease is 
contracted. It stresses the role of the indivi- 
dual practising physician in preventive medi- 
cine. 29 contributing authorities join the 
editors in presenting such vital areas as the 
control of environmental factors, prophylactic 
measures against disease, elimination of pre- 
disease conditions and preventing the pro- 
gression of disease. 


Chapters on rehabilitation, alcoholism, 
narcotic addiction, patient education and 
public health nursing are included. The book 
is specially directed to general practitioners, 
school and public health physicians, and 
medical students. 


Insanity or Illness 


A programme compiled by Granada TV 
with the help of the National Association 
for Mental Health in Great Britain; Gra- 
nada TV Network, 35 Golden Square. 


| | 


London, W.1; 32 pages; illustrated; Eng- 

lish. 

“If only people could realize what it’s 
like to become mentally ill. If only they could 
understand... ” 

Through interviews with mental patients, 
health personnel, a doctor, a porfessor and the 
Minister of Health, this excellent programme 
aims at making the public understand that 
mental illness, which we used to call insanity, 
is just another illness. It also stresses the 
need for improving the training in medical 
schools “so that the ordinary doctor will 
know enough about psychiatry to be able to 
give mental first aid ”, and the need to educate 
the public—the families and relatives of 
patients—who have the responsibility of under- 
standing the way in which the mentally ill 
can be best helped to get better. 


Domestic Food Consumption and Expen- 
diture: 1957 
Annual Report of the National Food Survey 
Committee. Published 28.8.59. Price 
8s. 6d. from H.M.S.O. 


The main sections of the Report describe 
the average household diet during 1957 and 
the diets of households of different income 
grades and different family composition. 
A chapter on dietary differences associated 
with occupational status and skill is included. 
The Report draws attention to the continued 
decline in consumption of some of the staple 
foods such as bread, flour and potatoes and 
to the increased demand for “ convenience ” 
foods requiring little time and labour in 
preparation. 


Sadde e Bem Estar 


The Health Education Bulletin published 
by the Portuguese League for Health Educa- 
tion will celebrate in March its first anniver- 
sary. The Bulletin is distributed to health 
departments, health centres, nursing schools, 
hospitals, local authorities, schools, colleges, 
etc. It is expected that its present 5,000 press 
run will soon be augmented. 
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films & visual aids 


FILMS 


A total of 59 films were presented by 
12 countries at the IVth International Con- 
ference of Health Education at Dusseldorf. 
First prize was awarded to The Umbrella 
from The Netherlands; No Time, from the 
German Federal Republic, came second, 
followed by The Children of Fear, produced 
by the Czechoslovak Institute for Health 
Education in Prague. Seven other films were 
selected by the Jury for their high educational 
standard. They were: Skola ji brila ujihova 
bréga (Yugoslavia); The Bear and the Pipe 
(USSR); Reach for Tomorrow (US); Preven- 
tion Wards off Suffering (German Federal 
Republic); Unexpected Dangers (German 
Federal Republic); Night Fantasy (Italy); 
Mother and Child (Austria). 

We are publishing below reviews of several 
of these films. 


The Umbrella 


35 min.; 16-mm, black and white, sound 
(Dutch). Hiring fee: 35 guilders for two 
days; 70 guilders for a week. Sale: 600 
guilders. Producer : Stichting Pro Juventute 
Film Arnhem, Zijpendaalseweg 1d., Arn- 
hem. Distributor : Nationale Federatie von 
de Geestelijke Volksgezondheid, J. J. Viotta- 
straat, 42, Amsterdam, The Netherlands. 


The “ message” which the film forcefully 
illustrates is that we have to search for psycho- 
logical factors behind social behaviour, the 
most frequent cause of social maladjustment 
being the lack of warm affection and security 
which a good home offers to a child. A good 


CALLS 


er 


home means more than satisfactory material 
conditions and a decent upbringing. 

The film explains why Charles—the only 
child of prosperous middle class parents— 
steals an umbrella. 

As there is no dialogue in the film and only 
a limited amount of spoken commentary, 
adaptation to other languages than Dutch can 
be made without great costs or difficulties in 
the following ways: a) spoken explanation 
before the film is shown; b) sub-titles in the 
desired language; c) written commentary in 
the film; d) post-synchronization, as done by 
the European Office of the United Nations in 
Geneva. 


No Time 


12 min., 16-mm., black and white, sound 
(German). German Red Cross, General 
Office, Friedr. Ebert Allee 71, Bonn, Ger- 
man Federal Republic. 


A few hours in the life of a four-year-old 
boy, whose parents never have time for him. 
He goes out to buy “ some time ”,-as he heard 
his father say that “ time is money ”. By this 
film, parents and educators are reminded 
that the most essential need of a child is to 
receive time from adults. This is more impor- 
tant than money or luxurious things. 


The Children of Fear 


10 min., 16-mm and 35-inm., black and 
white, sound (original version: Czech; 
other versions: English and German). 
Producer: Central Institute for Heaith 
Education, Prague. Distributor: Czecho- 
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slovak Filmexport, Vaclavské nam. 28, 
Prague 2. Copies may be borrowed from 
the Central Institute for Health Education, 
Prague, 2, Sokolska 54. 


The film deals with the problem of child 
anxiety and fear. It shows a little girl being 
very badly brought up by loving but unreason- 
able parents. 

The child is taken to a fair where she sees 
frightening performances. She is scared by 
ghosts, looks at television programmes for 
adults, with some war scenes, shooting and 
death. At bedtime, the child is read unsuitable 
fairy tales. All this culminates in a most 
frightful experience for a child: a real night- 
mare. 

This brings the parents to seek help from 
a doctor. As a result, their behaviour changes 
towards the child: there will be no more 
frightening experiences for her. The end 
shows a happy little girl, who enjoys life and 
entertainments suitable for her age. 


The Bear and the Pipe 


10 min., 16 or 35-mm., colour cartoon, 
sound (Russian and German). Central 
Council for Scientific Research in Health 
Education, 42, Kirova Street, Moscow, 
USSR. Copies can be bought through 
Sovexport Films, at $75, in 16 or 35-mm. 
A soundtrack in English or French could 
be made, on request, for $200. For orders 
or further details write to Sovexportfilm, 
Mali Gnezdnikovski per. 7, Moscov. 


The Bear is very happy : he is in very good 
health. He likes to take exercise, to go swimm- 
ing. Unhappily, the Bear finds a pipe and 
some tobacco. He starts to smoke. From then 
on his good health declines. His friends 
persuade him to consult the Woodpecker, a 
wellknown doctor. But the Bear does not 
want to follow his advice and stop smoking. 
The poor Bear becomes thin and weak, but 
he goes on smoking. A hunter finds our 
“ smoking ” Bear and wants to take him to 
the circus, but the Bear is so weak that he 
dies. The concluding picture shows the Bear, 
stuffed with straw, holding in his paws a 
label: “ Don’t smoke! ”. 


Reach for Tomorrow 


26 min., 16-mm., black and white, sound 
(English) National Society for Crippled 
Children and Adults, 2023 West Ogden 
Avenue, Chicago, 12, Illinois, United States. 
Available for loan within the United States 
only at a rental fee of $3.50. Available for 
loan outside the U.S. at a rental fee of 
$5.00 through the International Rehabilita- 


The bear falls ill 


tion Film Library, 701 First Avenue, New 
York, 17, New York. Sale: $100.— plus 
shipping. 


How does America’s largest voluntary 
health agency serving the crippled provide 
rehabilitation assistance to thousands of 
physically handicapped men, women and 
children? 

Dedicated to answering unmet needs of 
those who are disabled through disease, 
accidents and birth defects, the National 
Society for Crippled Children and Adults tells 
the story of the broad scope of its work in 
“ Reach for Tomorrow ”. The film takes you 
across the country and you see rehabilitation 
in action through the experiences of five 
people. From a remote spot in the middle of 
the Nevada desert where a roadside lunch 
counter serves as a therapy table, to the most 
modern fully staffed centre, this documentary 
describes how the nation’s disabled are being 
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restored to independence and productive 
living. Each case is representative of what can 
happen every day in the nation-wide facilities 
of the National Society. 

The film is narrated by motion picture 
star, Henry Fonda. 


Mother and Child 


35 min., 16-mm and 35-mm., black and 
white, sound (German). Amt der n.6. 
Landesregierung, Landesamt VII/9, Wien 
I., Strauchgasse 1 (Regional Government 
of Lower Austria). Available for loan for 

4 to 8 weeks, without rental charges. Sales : 

A. Sch. 4,000 (16-mm) and A. Sch. 8,000 

(35-mm.) 

The film was produced with the collabora- 
tion of the Mother’s Advisory Committee on 
Child Care in Lower Austria, in order to 
educate the public with regard to infant 
mortality. Medical facts on prenatal disturb- 
ances, premature delivery, etc., are presented 
in a simple manner, easily understood by the 
public, and serve as an introduction to the 
preventive measures which contribute to good 
health. 

The film also presents the counselling ser- 
vices available for pregnant women and 
young mothers in Lower Austria. 


Food and Maternal Deprivation 


20 min., 16 mm., sound (English and 

French); rental $6.00 a day; sale: $120.00 

(Guide); produced by |’Association pour 

la Santé Mentale de 1’Enfance, Paris, 

France. Available also from the New York 

University Film Library, 26 Washington 

Place, New York 3, N.Y. 

This is part of the record collected by the 
French research unit studying the effects of 
maternal deprivation on child development. 

The children studied are between ten 
months and four years old. They have lived 
in institutions since birth and have been 
displaced several times from one institution 
to another. As a consequence, all these 
children have experienced severe maternal 
deprivation. The film indicates that feeding 
difficulties are often linked with maternal 
deprivation and that the attitude of a child 


towards food is frequently an expression of 
his attitude towards adults willing to give him 
maternal care. 

Five typical attitudes are shown; namely: 


indiscriminate 
and autistic 


ambivalence, 
intake, 


active refusal, 
acceptance, excessive 
indifference. 

Intended for professional audiences, includ- 
ing pediatricians, social workers, nurses, 
teachers, etc. 

Morey Fields 
Life of the Molds 


20 min., 16-mm, colour and black and white, 

sound (English, French, Spanish, Italian, 

German and others) 1958; Pfizer Interna- 

tional, Inc., 800 Second Avenue, New York 

17; BY. 

The ubiquitous but generally invisible world 
of mold life is uncovered for the lay audience 
by this film designed to become a part of 
science and health education programmes in 
schools and colleges all over the world. 
Winner of the first prize for scientific films at 
the Venice International Film Festival (1959), 
it is intended as an introduction to mycology, 
presenting a description of the colorless 
molds, the nature of their growth, their 
methods of reproduction, their benefits to 
man, their powers of destruction, their role 
in the production of certain foods and drugs, 
their part in the “ cycle of nature ” and their 
usefulness to research science, particularly in 
the field of genetics. While the film includes 
a simple, didactic commentary that helps the 
untrained viewer to understand the strange, 
compelling images on the screen, it is the very 
beauty of these unusual and extraordinary 
forms of life (seen in colour, under great 
magnification) that holds the audience and 
makes the film a memorable experience. 

A. Jacoby 
DIsPLAys 


Rotating display 


This unit, prepared by the Central Council 
for Health Education, is an effective “ eye- 
catcher” for use in shop windows, clinics, 
waiting rooms, etc., as the combination of 
light, colour and movement is immediately 
attractive to the eye. The unit consists of a 
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lamp standard with a revolving shade holder 
on which is placed a shade bearing health 
messages. The shade rotates as the heat waves 
rise through the “ ventilators” in the shade 
holder. The unit is operated by a 60 watt 
lamp (not included). The lamp standard has 
a white wire base and is about 1034” high. 
It is supplied complete with revolving shade 
holder and 2 yards of 2-core flex. The two 
subjects at present available are ‘“ HOME 
SAFETY ” (children) and FOOD HYGIENE. 

Price : Lamp standard with shade holder : 
£1.2s6d (subscribers £1.0.0) + packing and 
postage; Shades: 12/6 (subscribers 10/6) + 
packing & postage. 


“ Make it Yourself” display 


This display is designed for use on a peg- 
board triptych display screen (also available 
from the Central Council for Health Educa- 
tion) and is printed in colour on sheets of 
card. It is easily constructed by cutting out 
and gluing according to the directions pro- 
vided and then attaching the various sections 
to the background by means of cord or string. 
The main captions are “ focus on falls ” and 
“CARE AND COMMONSENSE SAVE FALLS”, 
and these are illustrated by drawings depict- 
ing various hazards in the home with a final 
caption giving hints on how to avoid falls. 

Other subjects in this series are: Home 
Safety (children), Food Hygiene and Smoking 
and Lung Cancer; Price: £1.0.0 (subscribers 
17/6) + packing and carriage charges. 


(continued from page 41) 


children learn as the leader of the quiz 
refutes incorrect views or explains and 
supplements correct answers. Quizzes and 
contests are used above all to stimulate 
the interest of the children and to attract 
their attention. The flannelgraph makes 
the quizzes more instructive and, no doubt, 
helps to cristallize the knowledge. Effi- 
ciency is increased by the small prizes 
which are distributed and have in them- 
selves a certain educational value. 


A flannelgraph-quiz 


For order or further information, write to 
the Publications Department, Central Council 
for Health Education, Tavistock House 
North, Tavistock Square, London, W.C.1, 
England. 


International Rehabilitation Film Awards 


The International Rehabilitation Film 
Awards will be presented for the third time 
at the Eighth World Congress of the Inter- 
national Society for the Welfare of Crippled 
Children being held in New York City from 
28 August to 2 September 1960. Individuals 
or organizations interested in nominating a 
film for this award should address it to: 


Mr. Merritt P. Bloch—Congress Films 

International Society-Rehabilitation Film 
Library 

1927 Broadway, Suite 306, 

New York, 19, New York. 


Any motion picture film portraying aspects 
of service for the physically handicapped 
which has been released after 1 August 1957, 
and available for showing in 16-mm, is eligible. 
The main considerations in making the award 
will be “ accuracy of technical services por- 
trayed, worldwide application, attractive pre- 
sentation and appeal to intended audience.” 


Write to International Rehabilitation Film 
Library, 701 First Avenue, New York 17, 
N. Y. for further information and application 
forms. 


To conclude : In our opinion the flannel- 
graph-quiz is effective; it can be further 
developed and used for other topics 
than nutrition. We tested its efficiency 
by observing the children during the con- 
test (we recorded the entire programme 
on tape) and by a survey of their know- 
ledge of nutrition before the contest and 
after a certain time had elapsed. - Personal 
talks with the parents revealed that many 
children told them about the quizzes. 


| 


lalaria 
—a world challenge 


World Health Day, 7 April 1960, is devoted to the world’s most costly 
disease, malaria, and the world campaign for its eradication. Never before 
in history have the nations concerted their efforts on such a scale against 
a single disease. 

Malaria remains in 1960 a constant threat to more than 1000 million 
human beings. For the most part these are people who already have more 
than their share of sickness and poverty, and can least afford to be further 
weakened in their struggle against misfortune. Malaria strikes first at a 
country’s most precious resource, its young children. The disease is held 
responsible for 10%, to 15% of infant mortality. It can also depopulate large 
territories. 

Today we know how malaria is transmitted, and by what mosquitos. 
We know how the malaria parasite behaves within the human body, and how 
it causes a fever that may lead to death. We have found effective ways of 
destroying the mosquitos and we possess drugs that successfully attack the 
parasites within the human body. The techniques for fighting malaria are 
continually becoming more powerful and precise. 

But we know also that the deadly mosquitos have found ways of fighting 
back that is why speed is essential. The campaign against malaria must be 
carried through while the weapons still remain effective. There must be no 
slackening of effort until the disease has been entirely stamped out, and the 
last remaining case in the remotest corner of the earth has been tracked 
down and cured. 

WHO?’s member countries have given the Organization a heavy respon- 
sibility—that of guiding a global campaign for the complete and unconditional 
liberation from malaria of twelve hundred million human beings in 148 coun- 
tries and territories throughout the world. . 

The antimalaria operations that are at present proceeding, at one stage 
or another, in 92 countries and territories constitute the greatest co-ordinated 
public health programme ever undertaken in the world’s history. In 13 of 
these countries, malaria cases have been reduced to a handful occurring spo- 
radically or introduced from outside. However, there are still 56 countries 
where no effort has yet been made to subdue the malaria monster. 

The eradication of malaria is a challenge to all the world. In an era when 
man thinks he is about to set foot on the moon, he should on his own planet 
be capable of stamping out one of his oldest and most destructive enemies. 

There is no doubt in my mind that the countries of the world are today 
in a position to accept this challenge. To do so is indeed a question of honour. 
What is needed more than anything else is the will to eradicate malaria, 
for today the way is there. 


M. G. Candau, M. D. 
Director-General of the World Health Organization 
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